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11. Abstract
Back ground: Given the critical role of adherence in a successful ART program, strategies to
support PLHIV to adhere to care and treatment should be developed and providers of care,
partners, community members and PLHIV must be involved.
Objectives: The objective was to assess the level of awareness and existing practices in relation
to referral linkages for support services that were meant to enhance adherence to care and
treatment. The study targeted on PLHIV on ART and staff selected from health facilities and
organizations providing support and was conducted in Dire Dawa.
Methods: The study utilized a mix of quantitative and qualitative methods that included a cross
sectional facility based survey with FGDs, IDIs, documents reviews and participatory
observations respectively while it was conducted from April to June 2009.
Results: A total of 136 PLHIV on ARV were randomly included in the study. Family size and
education, which facilitated disclosure of HIV status affected, were among the determinant
factors towards access and utilization of educational materials and referral for support services
for an improved adherence and health status of PLHIV. Maximizing access and utilization of
referral for support services enhanced adherence and improved health status of PLHIV. The use
of any reminders had positive impact on adherence.
Conclusions: The coordination that strengthened the systems to maximally access and utilize
referral for support services improved and enhanced health and adherence addressing needs of
PLHIV in care and treatment and resolving problems encounter by  care providers.
22. Introduction
Achieving and sustaining high levels of adherence to ART is believed to be an interactive and
collective responsibility of the government, partners, healthcare providers, patients and
communities at large to ensure success towards HIV care and treatment program. An optimum
adherence level of 95% or more is what is required and expected of clients on ARV drugs (1, 2).
In order to ensure the required level of adherence, the Government of Ethiopia adopted several
strategic approaches including the minimum packages for provision of effective HIV care and
treatment program as stipulated on the national ART guideline. The promotion and provision of
referral linkage services at different levels was among the package components identified to be
important for improving adherence (3).
Notwithstanding the achievements to date, several factors were identified as roadblocks towards
the initiation and expansion of the care and treatment program in Ethiopia. Even though concrete
and up to date information were not available on adherence and support related issues, reports
indicated that a total of 255,315 clients were ever enrolled in care and treatment programs with
106, 314 (41.6%) clients ever started on ART and 38,432 (26.6 %) of clients who discontinued
their follow – up from the program (4).
Several factors were identified as reasons for non – adherence on studies conducted in different
countries, forgetting, travel, fear of disclosure, shortage of pills, difficult schedules, lack of
access and privacy were among reasons cited for non – adherence on studies in developing
countries particularly Africa. Patients’ reported symptoms, stress, lack of social support,
substance or alcohol use, regimen complexity, self efficacy for taking medications and
3depression were consistent factors leading towards poor adherence and gender, race, age,
ethnicity and literacy were inconsistent predictors of adherence (5).
Even if the policy and institutional arrangements were found appropriate for the initiation and
expansion of ART services in Ethiopia, there were discrepancies observed in service provisions,
limited program coordination and involvement of community and PLHIV, limited provision of
referral for support services, weak and fragmented partnership among stakeholders and
knowledge gaps towards availability, accessibility and utilization of referral for support services
identified in most ART sites. In effect, access to support for most PLHIV was far below
expectations that affected adherence (6).
Even if most ART sites adopted the criteria of the minimum packages, availed options to
strengthen services and improved involvement of NGOs and CBOs in provision of varieties of
support and other related services, the rate of discontinuation of PLHIV form the care and
treatment program increased progressively for reasons associated with limitations on promotion
and provision of appropriate referral linkage for support services (6).
The study therefore was conducted considering the previously stated facts and assessed the
current status, progresses made, challenges encountered and other correlated factors that limited
access and utilization of referral for support services promoted and provided by different
organizations including health facilities. It argued how services provided enhanced health and
adherence status of PLHIV under care and treatment program.
43. Literature review
Aligning HIV care and treatment to people’s lives in different ways required a multi –
disciplinary approach that engaged the clinical team in health facilities, PLHIV, caregivers,
household and other community members, in the process. Interventions to assure HIV care and
treatment service delivery programs effectively and to support patient adherence included
reorientation about service delivery, patient education, counseling and support, and community
participation and provision of referral linkages.
Homelessness created challenges to access, adherence, and continuity of care for individuals
infected with HIV. Inability to store or access medications, lack of routine medical care, poor
nutrition, even the stress of being unstably housed could affect the course of HIV disease. The
complex needs of PLHIV required provision of supportive services to overcome barriers to
receive care, including case management, housing, food, transportation, and mental health and
substance abuse treatment (7).
The demographic shifts of HIV and co - morbidities faced by vulnerable populations affected
access to care, adherence and continuity of care. Mental health and drug dependence and effects
of poverty disproportionately affected these groups and presented challenges in meeting life’s
basic necessities, such as adequate food, housing, and health care provided through referrals (7).
In addition to improvements within facilities, coordination of services with community – based
organizations and other community based structures and traditional community based health
care providers was found to be essential. Variety of programs showed that decentralized models
of HIV care, including the greater and formalized role of CBOs in promoting and providing
5referral linkage for support services, led to an increased uptake and improved or strengthened
adherence (8, 9).
Directly observed ART strategies (mDOT, DAART) were found successful, especially for
patients who just initiated ART and with those who previously struggled with adherence. In
addition to supporting adherence to ART, linkages to community facilitated and maximized
access for home – based care and support, linkages to nutritional supplementations, training on
prevention and basic care for opportunistic infections, and helped with disclosure of HIV status
and family counseling (10).
Linkages with community – based organizations already well – established, trusted and accepted
helped to improve the treatment literacy among community members and identify people and
families in need of HIV care and treatment and other related services. Traditional healers, often
the most highly accessed and preferred providers of health care by community members in
different areas must be highly encouraged to participate in HIV education and counseling. This
was proved to be effective on the dissemination of correct information and the practices related
to HIV care and treatment, including adherence (11, 12).
The individual factors that affected adherence were well – documented in developed countries,
although less so in developing countries (13). Barriers to adherence at an individual level
included fear of disclosure, forgetfulness, lack of understanding of the benefits of treatment,
actual or perceived decreases in the quality of life while on treatment, and being away from
medications because of work, travel, or migration (the later of which can also be structural factor
related to poverty) and lack of access to support (14,16, 17).
6A study conducted in Uganda found out that when the primary caregiver was the only person
who knew the child’s HIV status, the child was three times more likely to be non – adherent than
when multiple caregivers were aware of the child’s status. The health status of the individual can
be considered as a facilitating factor or barrier to adherence. People who were very sick might
fail to take their medications and attend follow – ups as pet the clinic appointments. However,
sometimes people were most adherent viewing treatment as a means to save their lives while
nearing to death, or when multiple hospitalizations were undergone (16, 17).
Poverty, while not associated with non – adherence at population level, may impact health
seeking behavior and adherence for many people living with HIV. In Rwanda, the major barrier
to ART initiation and adherence for 76% of patients on follow – up at one of the Hospitals was
the fear towards developing too much appetite with out having enough to eat or adequate access
to referrals to organizations that provided nutritional or other support services (18).
Forced migration and working away from home, loss wages, and lack of transportation were
found to be the other structural barriers that affected adherence. In Uganda, the structural factors
including poverty and stigma were shown to be barriers to adherence in children. Stigma
impacted adherence when people were not able to disclose their HIV status at family and
community levels, could not take the prescribed medications in front of others, were rejected by
members of their social network, turned stigma inwards against themselves, or were afraid of
being seen at the ART clinic. (19).
Health system related factors that impacted adherence were numerous. In developing countries,
access was often identified as the major barrier to adherence. The access barriers included
poverty, user fees, disruption in supply of medicines, and difficulty in reaching the health care
facility because of financial issues or because of the inconveniencies associated with the
working hours of the facility. Shortages of human resources and lack of dedicated staff to
7provide psychosocial counseling, as well as the lack of appropriate and regular trainings for
health care providers on counseling and adherence or stigmatizing the providers’ attitudes were
identified to reduce the service quality and were considered as programmatic barriers (20).
There was often non standardized support establishment of support groups with in national HIV
care and treatment programs were expected to serve on voluntary basis. Along with this, lack of
understanding on linkages between facilities and CBOs and limited emphasis given from
facilities on continuity care and follow – up of patients with in their communities were found
detrimental to long – term adherence (20).
Even where systems were put in place to identify those patients who discontinued their follow –
up, rarely were there national mechanisms to systematically trace patients and bring all back in
to the program. When patients had long waiting hours and were referred from one service to
another, instead of being able to access coordinated, “one stop shopping” services, adherence
was undermined (20).
Despite the challenges, there were many program activities that facilitated and enhanced
adherence, such as in Haiti, where the adherence to HIV care and treatment increased
dramatically when user fees were waived and nutritional support was provided to patients (21).
In Uganda, programs focusing on patient preparedness for ART and delivery of counseling and
education from providers that speak the same language as patients showed to improve the
adherence. Programs with strong referral linkage systems for nutritional, psycho – social,
spiritual, and other relevant support related services were found to be essential for enhancing
adherence. When ANC and care and treatment services for HIV positive pregnant women and
their babies were co – located, or when pregnant women were provided with the “red carpet
8treatment” and were prioritized at the ART clinic, retention with in care and treatment program
including their adherence were believed to be improved for both the mother and the baby (21).
Medication related factors that impacted adherence were documented in a study conducted in
Botswana and showed side effects related to the medications, complicated regimens associated
with pill burdens and / or frequenting doses, and the taste and size of pills as barriers to
adherence. Simplified dosing greatly improved adherence and some care and treatment programs
successfully used pill boxes and pictorial reminder materials in order to support adherence (22).
Lower socio – economic status was found to be another contributor for decreased adherence.
These included unstable or poor housing, low income, lowered level of education and lack of
medical costs coverage or insurance schemes, the latter factor particularly important in the
developed nations. Low income was found to prevent patients from easily accessing health care,
in terms of purchasing medications, transportation, or child care. Poor housing either contributed
directly to lowered adherence by preoccupying the patient with more immediate concerns, or be
an indirect indicator of lowered access for social support and educational status (23, 24, 25).
However, in one study, higher perceived social support was not found to be significantly
associated with adherence and it is evident that these social and other supports are provided
through the available community based organizations facilitated through appropriate referral
linkages (26).
Conceptual Framework
The conceptual framework of this study was underpinned in the theoretical and empirical
evidences discussed before, which suggested that the level of adherence to HIV care and
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treatment was a function of effective promotion and provision of referral linkage for support
services. The level of effectiveness of referral linkage for support services was manifested by the
accessibility and utilization of the available services in an area.
As a key strategy to augmenting the level of adherence, referral linkage for support services
needed to recognize the determinants of adherence that were categorized under individual,
structural, health care and medication related factors. Equally important to the success of referral
linkages was the level of coordination and networking among support providing organizations.
In a nutshell,  it was within this framework that the study  tried to assess the level of awareness
and existing practices in relation to referral linkages for support services targeted towards
enhancing adherence in the study area-Dire Dawa as shown in the following diagram.
Figure – 1: Conceptual Framework of the Study
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4. Objectives
4.1. General Objective
The overall objective of the study was to assess the level of awareness and existing practices in
relation to referral linkages for support services that were meant to enhance adherence to care
and treatment. The study targeted on PLHIV on ART and staff selected from health facilities and
organizations providing support and was conducted from April to June 2009 in Dire Dawa.
4.2. Specific Objectives
The specific objectives of the study were geared in order to:
1. Assess accessibility and utilization of referral linkages for support services available at
different levels towards enhancing adherence to HIV care and treatment,
2. Explore and identify the opportunities and potential barriers for the promotion and provision
of referral linkages for support services.
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5. Methods
The study assessed on whether the referral linkages for support services promoted and provided
significantly helped to enhance the adherence of PLHIV. In this regards, appropriate methods
and tools were designed and utilized during collection and analysis of both qualitative and
quantitative data from both primary and secondary sources.
5.1. The Study Area
The study was conducted in Dire Dawa town, located 530 kilometers east of Addis Ababa. It is
one of the Federal cities in Ethiopia composed of 25 rural woredas and 9 urban kebeles. The
town had a total population of 342, 827 with 50.2 % males and 49.8 %) females (27).
There is one public referral Hospital, Dil Chorra and seven Health centers. It was found out that
Leghare, Sabian, Dire Dawa and Melka Jebdu health centers were the older health centers that
provided administrative support to three, Genda Kore, Genda Gerda and Goro, of the newer
health centers. Besides to the public structures, private health facilities (hospitals and higher
clinics) were providing health services with in the town. The health service coverage of the
Region was reported to be above 80 % and 37 Medical Doctors (26 General Practitioners and 11
Specialists in different fields), more than 4 Health Officers, 181 Nurses, 16 pharmacy and 26
laboratory personnel were assigned to provide health services in these health facilities (28).
Support related services to PLHIV were provided through prominent NGOs, CBOs and FBOs.
“Yetesfa Bisrat Misikir” was the only PLHIV Association among the CBOs providing services
targeted to PLHIV in the town supported by the RHB / RHAPCO, NEP plus, Global Fund and
other relevant partners. This association was found to have an umbrella PLHIV Women
association that supported needy PLHIV women called “Yeshama Birhan” (28).
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Missionaries of Charity (MOC), OSSA, Save the Children – USA, FGAE, the Jerusalem
Community Development Organization and PROPRIDE were among the organizations
identified providing a wide range care and support related services to PLHIV and OVCs that
included nutritional, psycho – social, spiritual, home based, OVCs and medical cares and
referral services (28).
The provision of HIV related services in the Region was initiated at the public hospital (Dil
Chorra) and then was gradually expanded to 4 of the older health centers and one private
hospital (Bilal). The expansion was aimed at scaling – up, decentralizing and maximizing access
and uptake of HIV Care and Treatment services (28).
It was reported that an estimated 16, 972 people are living with HIV and of these 3, 188 were
found to be eligible to benefit from the ART services provided with in the stated health facilities
as presented on table – 1. These came in to effect through the strong coordination and support
provided by the RHB, health facilities and other relevant partners (28).
Table –1: PLHIV enrolled in care and treatment as of the end of 30th Meskerem 2001 E.C., D.D.
S. # List of health facilities
# of PLHIV enrolled in Care and Treatment
RemarksPre – ART ART Transfer In
1 Dil Chorra Hospital 3989 2564 117 Public
2 Bilal Hospital 305 210 Private
3 Leghare Health Center 638 213 Public
4 Sabian Health Center 506 180 112 Public
5 Dire Dawa Health Center 290 107 18 Public
6 Melka Jebdu Health Center 28 13 17 Public
N.B: Transfer In – clients transferred from Dil Chorra Hospital and other facilities to other health facilities.
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5.2. Methodological Approaches and Procedures
5.2.1. Qualitative Study
The purpose of the qualitative study was to generate and analyze data on views, perceptions and
expectations that service users and providers had towards the promotion and provision of
referral linkage services to enhance adherence to HIV care and treatment in Dire Dawa. It was
conducted to assess the knowledge, attitudes, behaviors and practices as linked to the adherence
conditions in general and to the determinant factors and level of coordination and networking.
Furthermore, it tried to identify the opportunities, challenges, and suggested measures essential
for improving the referral linkages for support services provided at different levels and the level
of adherence at large. The level of agreements or otherwise, among PLHIV on ART and
stakeholders, towards accessibility and utilization of the available support services were also
documented.
5.2.1.1. Study Design
As far as the qualitative study was concerned, Focus Group Discussions (FGDs) and In – Depth
Interviews (IDIs) were the principal sources for generating the required data from the study
subjects.
The reviews for relevant documents and personal observations were also conducted at facility
and CBOs levels by the principal investigator to supplement the findings identified from the data
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collected from primary sources. The observations assessed on the referral linkage related
interventions undertaken with in the selected health facilities.
Regarding the number and composition of the FGDs, a total of 6 FGD sessions were planned to
be conducted i.e. two per each of the three facilities. All the FGDS were expected to involve a
total of 36 participants (six participants, who represented the health facility, Organizations
involved in provision of support services and PLHIV on ART).
But because of the limitations in time, budget and engagement of health facility staff on
Business Process Reengineering related activities, 3 FGDs (50 %) were only conducted with 18
participants. The number and composition of participants who attended during the FGDs were
presented as follows in table – 2.
Table – 2: Number and Composition of Participants on FGD sessions, Dire Dawa, 2009
Category Number of participants
Health Facilities
Focal person of ART clinic (one from each health facility) 3
Other ART clinical team member (one from each health facility) 3
NGOs
Two NGOs including PLHIV Associations partnering with the respective health
facility
6
Individual ART Users (PLHIV)
One male and another female PLHIV on follow – up from each health facility 6
Total 18
A total of 11 key informants represented from health facilities, organizations providing support
services and others were planned to be communicated during the IDIs. But because of similar
reasons listed out for the FGDs, only 9 (82 %) participants were addressed through IDIs. The
numbers of participants represented from the selected facilities and organizations, who attended
during the IDIs, were presented as follows on table – 3.
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Table – 3: Number and composition of Key Informants on In – Depth Interviews, Dire Dawa, 2009
Category
Number of
participants
Government
FMoH/HAPCO 1
Regional health bureau/HAPCO, Dire Dawa 1
Leadership of Health facilities (Director of Hospital and
Heads of Health centers)
2
NGOs
Regional network of PLHIV Associations 0
Leadership of PLHIV Associations 1
OSSA, Dire Dawa 1
Others
Experts 2
Prominent persons 1
Total 9
5.2.1.2. Sampling Techniques
The participants who attended on the FGDs and IDIs were selected using purposive sampling
techniques that represented the respective health facilities, organizations providing support
services including PLHIV Associations and PLHIV on ARV. Similar techniques were utilized
while health facilities were selected to conduct reviews on relevant information and personal
observations.
5.2.1.3. Data Collection Tools and Procedures for Conducting FGDs and IDIs
All FGDs were moderated by the principal investigator and assistant with research background,
experienced and skilled on conducting FGDs. All IDIs were conducted by the principal
investigator only.
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Besides to taking notes, responses were tape recorded while FGDs were conducted that helped
to reduce missing of information and improve quality of data. Notes were only taken while IDIs
were conducted as informants were not willing to be recorded. The reviews and observations
were conducted by the principal investigator and utilized checklists developed to document
findings. The observations were participatory in nature.
FGDs and IDIs were conducted after convenient venues were arranged in the selected health
facilities. The venues were arranged by the Medical Director and Heads of the hospital and
health centers respectively. Letters were prepared and distributed to avoid absence of
participants and these were facilitated by the RHB and the Health Facilities.
5.2.1.4. Data Processing and Analysis
Data processing and analysis were undertaken simultaneously because of complex nature of
qualitative methods. FGDs and IDIs findings were initially transcribed to Amharic and later on
translated in to English and were handled by the principal investigator.
The preliminary analysis generated write – ups and summaries that reviewed the main concepts,
themes, issues and questions. During the analysis findings were coded by utilizing open,
selective and axial coding techniques. The codes were generated from the data collected and
those found similar were sorted out in to categories and core categories. The analysis process
utilized framework analysis techniques and was accomplished using an Open Code Software.
The findings from analysis of data from both primary and secondary sources were substantiated
using methods of triangulation. The study results were finally compared against that of national
or regional level studies.
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5.2.2. Quantitative methods
5.2.2.1. Study Design
A cross – sectional survey was conducted and structured questionnaires were utilized to generate
data from representative number of PLHIV on ART from selected health facilities. The survey
addressed major areas related to referrals for support services.
Due attentions were given to PLHIVs’ socio - demographic characteristics, adherence status,
relationship of support services to adherence, level of satisfaction to services provided, barriers
towards effective promotion and provision of referrals for support services and suggested
measures for improving the present status.
5.2.2.2. Study Area and Population
The study area was the same as that of the qualitative study, which was Dire Dawa City
Administration. In particular, the three health facilities, namely, Dil Chora Hospital and
Legehare and Sabian Health centers were facilities selected to conduct the study.
Adult PLHIV on ART from 3 of the selected health facilities, which were a total of 2, 957,
served as study population from which sample respondents were selected for undertaking the
survey. The selection involved the criteria developed for including and excluding respondents as
presented on table – 4.
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Table – 4: Inclusion and exclusion criteria for selection of respondents, Dire Dawa, April 2009
Inclusion Criteria Exclusion Criteria
 Adult PLHIV residing in Dire Dawa and its
vicinity
 Adult PLHIV not residing in Dire Dawa and its
vicinity
 Adult PLHIV enrolled in care and treatment with
documented history of good level of adherence
 Adult PLHIV enrolled in care and treatment with
documented history non – adherence
 Adult PLHIV who have disclosed their HIV status  Adult PLHIV who have not disclosed their HIV
status
5.2.2.3. Sampling Design
5.2.2.3.1. Sample size determination
The following formula was applied while the sample size was calculated. It considered and
assumed a 95 % confidence interval and 90 % proportion respectively, which implied that 90 %
PLHIV on ART were satisfied with the care and treatment services provided.
N = Z(α/2)2 p * q / d2
N = (1.96)2 * 0.9 (1 – 0.9); Therefore, N = 138
(0.05)
Where, Z alpha = Z value, which is 1.96;
P = the proportion, that is 0.9
D² = the width or degree of freedom that is 0.05;
Q = 1 – P
Adding 10% non – response rate, the total sample size was calculated to be 150
A sample size of 150 PLHIV on ART was determined to be representative of the study
population, which were 2,957. But, the sample size of 138 was taken to conduct the study, as the
investigator accounted for the high level of homogeneity among the population where all were
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PLHIV who received ART, who shared similar geographic and socio – cultural set – up and the
reasons associated with limitations in budget and time. Proportional stratified sampling
technique was applied to calculate distribution of sample respondents by health facility as
presented on table – 5.
Table – 5: Distribution of Sample Respondents by Health Facilities, Dire Dawa, April 2009
List of health facilities Total ART Users % age share Sample size
Dil Chorra Hospital 2564 87% 120
Leghare Health Center 213 7% 10
Sabian Health Center 180 6% 8
Total 2, 957 100 % 138
5.2.2.3.2. Sampling Procedure
Convenient sampling technique was applied to draw samples that reflected on the sex
composition of PLHIV on ART from each health facility. ART registers available at these
facilities were utilized while the actual sampling procedure was undertaken.
5.2.2.4. Data Collection Tools and Procedures
Questionnaires developed were utilized while the data were collected. Key Informant Interviews
were conducted with PLHIV randomly selected from three of the health facilities helped to
generate the required information. The questionnaires addressed socio – demographic
characteristics and knowledge, attitudes and practices of PLHIV towards services provided,
determinants factors that affected adherence, access and utilization of the available services
including referrals for support services provided at different levels.
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The data were collected through trained health care providers selected from ART Clinics of all
three health facilities. The Medical Director of the Hospital and heads of the health centers were
selected as supervisors. The principal investigator was in charge of following – up the overall
data collection process.
5.2.2.5. Data Quality Control
Orientation training was organized and conducted for data collectors and supervisors selected
from three of the health facilities. It targeted on the data collection tools & techniques utilized. It
was organized for one day and was conducted by the principal investigator. The deployment
followed the training that was conducted.
The data collection tools were pre – tested, reviewed and enriched by both data collectors and
supervisors prior to commencement of the data collection process. This ensured clarity and
uniformity of understanding among data collectors. It also avoided and modified inconsistencies
and vague questions.
In addition to these, the principal investigator guided the data collectors and supervisors,
supervised the data collection process, held discussions at the end of each collection day and
checked the filled out questionnaires for errors.
5.2.2.6. Data entry and analysis
The quantitative data analysis began with validation of the data. All filled – out questionnaires
were checked, coded and edited. The responses that qualified for analysis were entered and
analyzed using the SPSS version 12. The analysis consisted of basic summaries for related
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characteristics of PLHIV on ARV and analyzed relationship between referral linkage for support
services and adherence and other related factors. Finally, findings from the analysis of the
quantitative data were integrated and complemented with that of the qualitative study.
5.3. Study Variables
Adherence to care and treatment was the outcome Variable. Socio – Demographic
Characteristics of PLHIV on ART and the determinant factors that affected access and
utilization of the available services were the independent variables that were linked to the
individual, the structure, health care system and the medications.
5.4. Operational Definitions
Adherence to antiretroviral therapy (ART): taking > 95 % of the mediations the right way, at
the right time; coming to scheduled clinic appointments, getting CD4 count tests and picking up
medications at appropriate intervals, and taking opportunistic infection prophylaxis as
prescribed.
CBOs: structures / organizations established to serve those living at community level providing
a wider range of services.
Coordination: refers to organizing activities and to organize activities to be undertaken
together.
Disclosure of HIV status: sharing information about ones HIV status with others (Voluntary
disclosure). When involuntary, it is to mean that individual’s HIV status is revealed without
their consent.
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Drug abuse: deliberate act of taking a drug for non - intended purposes, and in a manner that
can result in damage to person’s health or ability to function.
FBOs: organizations based at community level to provide variety of support services and
coordinated and led by religious firms.
Lost to follow – up clients: clients who missed their follow – up from the care and treatment
program for more than a month.
Mental illness: a mental or emotional disorder strong enough to interfere in a major or minor
way with the daily living.
5.5. Ethical Considerations
Prior to the implementation of this research, the proposal was approved by UoG Review Board.
The study was conducted in Dire Dawa town, after permissions were secured from the Regional
Health Bureau of Dire Dawa Administrative Council and other intervention units and
organizations selected for the study respectively. The participants were informed about the
purpose, methods and anticipated benefits of the study.
The participation of the respondents in the survey was entirely on voluntary basis and the
participants were informed that any thing said would remain strictly confidential. For example,
names of respondents were not recorded anywhere and codes were used while the actual
transcriptions were made. Registration for participants was using different names. Requests were
made for verbal consent forms to be used and signed prior to commencement of the study.
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6. Results
6.1. Quantitative Study
6.1.1. Socio – Demographic Characteristics of the respondents
Of the targeted 138 respondents, 81 (58.7 %) were females and the remaining 57 (41.3 %) of
were males. Since 136 of the participants responded on issues targeted for the study, the
response rate was 98.6 %. The mean age for both sexes was 34.57, with 38.32 and 31.93 as
mean ages for male and female respondents respectively. The majority 123 (90.4 %) were adults
aged above 26 years of age as presented on table – 6.
Of the study subjects, 100 (73.5 %) were Orthodox Christian, 71 (52.2 %) married and the
majority 126 (92.6 %) were residents from Dire Dawa town. The majority 70 (51.5 %) attended
secondary level education and 51 (37.5 %) were earning monthly income that ranged between
201.00 and 500. 00 ETB from various sources.
Of the respondents, 95 (69.9 %) had children that ranged from 1 up to 8 and 55 (40.4 %) males
and 81 (59. 6 %) females took ART for a mean duration of 25.1 months. Information provided
by some of the study participants were identified missing even if appropriate arrangements were
made prior to the initiation of data collection.
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Table – 6: Percentage Distribution of the Socio – Demographic Characteristics of the
Respondents, Dire Dawa, April 2009
Variable Number Percent (%)
Sex
Male 55 40.4
Female 81 59.6
Age
Less than or equal to 20 years 1 0.74
21 – 25 years 14 10.3
26 – 30 years 45 33.1
31 – 35 years 26 19.1
36 – 40 years 22 16.2
41 – 45 years 15 11.0
46 – 50 years 9 6.6
Greater than 51 years 6 4.4
Mean age (+ SD) Total
Male 38.32 -
Female 31.93 -
Educational status
Unable to read and write 13 9.6
Able to read and write 3 2.2
Grades 2 – 6 34 25
Grades 7 – 12 72 52.9
Above 12 grade 14 10.3
Religion
Orthodox Christian 100 73.5
Protestant 17 12.5
Muslim 18 13.2
Others 1 0.7
Marital status
Single 38 28
Married 71 52.2
Divorced 12 8.8
Separated 4 2.9
Widowed / Widower 11 8.1
Monthly income
Less than or equal to 200. 00 ETB 27 20
201.00 – 500.00 ETB 51 37.5
Greater than or equal to 501. 00 ETB 24 17.6
No Income 34 25
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6.1.2. Determinant Factors affecting Access and Utilization of Available Services
The determinant factors that affected access and utilization of available HIV care and treatment
including referral linkage for support services, the impact all had on adherence and the potential
barriers that hindered the provision of services were assessed.
6. 1.2.1. Determinant Factors affecting Access to the Available services
The factors that affected access to the available services from the perspectives of the individual,
drug regimens, infrastructures and health care systems were assessed.
Of the total respondents, the results showed that health and adherence improved in 123 (90.4 %)
of adults aged 26 to 40 years who were referred out for support services. The association was
found to be statistically significant (X2 = 7.117, P – value < 0.05).
Variations were observed among respondents with larger family sizes than those who had
smaller sizes or none in terms of adherence and access for referral services. Of the total
respondents, ninety five (69.8 %) of them who had children were adherent. The adherence level
was significant among 44 (46.3 %) of the respondents who had less than or equal to two
children. The difference was found to be statistically significant (X2 = 13.824, P – value < 0.05).
Similarly, among respondents referred for support services, 44 (46.3 %) had less than or equal to
two children. There was a significant variation that was observed and the difference was found
to be statistically significant (X2 = 4.241, P – value < 0.05).
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This part identified how education was related to aversion of risk behaviors identified at
enrollment, access for any kind of educational materials on adherence and referral for support
services and also to adherence level of PLHIV.
A significant variation was observed among those at higher than lower educational levels as far
as aversion of risk behaviors identified at enrollment were concerned. The risk behaviors
identified at time of enrollment were markedly averted among those at higher than lower levels
of education. The difference was found to be statistically significant (X2 = 9.501, P – value <
0.05)
As far as access for educational materials on adherence was concerned, it was found be
significant among those with higher educational background. Of the respondents, 76 (55.9 %)
who accessed for these materials were either at or above grade 2. The observations were found
to be remarkable on 75 (98.7 %) of the respondents who were found to be either at or above
grade 7. The difference was found to be statistically highly significant (X2 = 15.671, P – value <
0.001).
A significant variation was observed among respondents who accessed referrals for support
services as far as their education was concerned. Those at higher educational levels accessed
referral services more than those at lower levels. Among 132 (97.1 %) of the whole respondents,
71 (95.9 %), were either at or above grade 7. The difference was found to be statistically
significant (X2 = 5.17, P – value < 0.05)
The educational level of the study subjects was also found to be compatible with that of their
adherence level. Among the whole study subjects, 132 (97.1 %) who adhered were found to be
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either at or above grade 2. The difference was found to be statistically compatible (X2 = 3.764, p
– value = 0.05).
As far as disclosure of HIV status was concerned, it was found out to be remarkably higher
among those at higher educational levels. As it was observed, of the total 132 (97.1 %)
respondents, 123 (90.4 %) were either at or above grade 2 where 83 (70 %) were either at or
above grade 7. The association has been found to be statistically highly significant (X2 = 15.772,
P – value < 0.001)
The experience for side effects was significant reduced among respondents at higher than lower
educational levels. Of 102 (75 %) respondents who experienced side effects, 95 (93.1 %) were
found to be either at or above grade 7.  The difference was found to be statistically significant
(X2 = 4.829, P - value < 0.05).
Access towards the available service was significantly affected by the distance traveled by
respondents to the respective health facilities. This was found to affect adherence as most
respondents might be forced to miss their appointments. Of 48 (35.2 %) respondents, 47 (98 %)
missed their appointments because of distance related issues. Adherence was markedly affected
among those who traveled longer distances. The differences were found to be statistically highly
significant (X2 = 48. 000, P – value < 0.001).
6.1.2.2. Determining Factors affecting Utilization of the Available Services
This part addressed issues related to the utilization of available services. It identified the impact
of utilization of reminders, disclosure, missing doses, running out of pills, client satisfaction
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towards services provided and utilization of referral for support services it had towards
improving adherence.
As far the utilization of reminders towards improving adherence was concerned, 126 (92.6 %)
respondents used varieties of options. Alarm clock was used by majority of the respondents.
Adherence was significantly improved in 108 (99 %) of 109 (80.1 %) respondents who used an
alarm clock as a reminder. The difference was found to be statistically highly significant (X2 =
30.563, P – value < 0.001)
Health and adherence status improved significantly among respondents referred out and linked
for support services. Improved health and adherence status were identified in 88 (64.7 %) of the
total respondents provided with referral linkage for support services at different levels. The
difference was found to be statistically significant (X2 = 7.663, P – value < 0.05).
This part identified how missed dose or doses of medication / s affected adherence and explored
reasons leading towards such conditions. Adherence was significantly affected among
respondents who missed dose / s of medications because of running out of pills. Among 69 (50.7
%) respondents who missed dose / s of medications, adherence was markedly affected on 56
(81.2 %) of the respondents who ran out of pills. The difference was found to be statistically
significant (X2 = 4.371, P – value < 0.05).
Respondents’ satisfaction to care and treatment and referral services provided in relation to
adherence was identified. Adherence significantly improved among 129 (94.9 %) of the total
respondents satisfied with the services provided by the clinical team. The difference was found
to be statistically significant (X2 = 7.261, P – value < 0.05).
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Table – 9: Relationship of the Determinant Factors Affecting Accessibility and Utilization of
the available services to Adherence , Dire Dawa, April 2009
Adherence to Care and Treatment
(Outcome Variable)
Responses
Factors Yes (Number) No (Number) X2 P - value
Age group 134 2 0.247 0.619
Number of children 87 49 13.824 0.017**
Sex 134 2 0.063 0.801
Duration on ART 134 2 15.308 0.999
Disclosure of HIV status 130 6 0.125 0.724
Missing an appointment 60 76 1.561 0.212
Missing dose of medication 31 105 0.619 0.432
Use of reminders 123 13 30.563 0.000***
Experience for side effects 103 33 0.611 0.434
Access for transportation 103 33 0.690 0.406
Information on referral 98 38 0.491 0.484
Running out of pills 80 56 4.371 0.037**
Risk behaviors 95 41 0.437 0.932
Time to get ART services 134 2 5.478 1.000
Referral status 84 52 7.663 0.006**
Educational level 134 2 3.764 0.052*
Satisfaction with the care 134 2 7.261 0.007**
N.B. – the age, number of children, educational and income levels have been adjusted
* P – value compatible to 0.05 ** P – value < 0.05 *** P – value < 0.001
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6.2. Qualitative study
6.2.1. Summary Result of Focus Group Discussions
A structured guide with specific research questions was prepared and employed to conduct the
FGDs. The availability, accessibility and utilization of care and treatment including referral for
support services, referral mechanisms, beneficiary selection criteria, support providing facilities
and organizations, monitoring and evaluation mechanisms and levels of involvement and
coordination were the issues addressed. In addition to these opportunities and challenges
encountered and the alternative recommendations to strengthen the services provided were also
identified.
Accordingly, all categories agreed that free HIV care and treatment services was initiated to be
provided earlier at hospital level and was gradually expanded to the health centers and one
private hospital. It was also agreed that provision of referral linkage for support services in an
organized and coordinated manner began since the last 18 months.
Most participants agreed that Save the Children / USA and OSSA were among the organizations
providing support services for clients referred from health facilities where the earlier was
undertaking the activities in collaboration with kebeles and “Iddirs”. Majority of beneficiaries
were referred for nutritional support and OSSA was the one strongly involved in provision of
nutrition related support services.
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Beneficiaries were identified and selected using standardized selection criterion that was Basal
Metabolic Index, BMI. The selection criterion was used by those involved in provision of
referral services.
One participant from one health facility said “BMI was the selection criterion used for the
selection of beneficiaries but had its own limitations as it was not addressing needs of
beneficiaries who required support services. Most beneficiaries were very poor and depended
on the support. This created a conflict between us and beneficiaries. Some told us that they will
stop taking their medications.
The participants said that there was lack of proper coordination at lower levels especially
kebeles. There existed communication gap with and limited involvement of kebeles and other
lower level support structures like the “Iddirs”.
Most participants said that referral formats were used to refer beneficiaries. Standardized referral
formats were used during referral of beneficiaries. The formats were reviewed to resolve privacy
and confidentiality related issues. Unique ART number and BMI of beneficiaries and reasons for
the referral were filled out by the referring organization during the referral process.
Majority of the organizations, except kebeles and Missionaries of Charity, provided feedbacks to
facilities that referred beneficiaries. These feedbacks were considered as mechanisms to check
acceptance of beneficiaries referred out for support services. The selection and assignment made
for contact persons helped to strengthen the communication and follow – up of referred
beneficiaries.
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As far as the benefits were concerned, most strongly agreed that the services provided helped a
lot to raise awareness among beneficiaries, created opportunities for disclosure of HIV status,
paved ways to discuss about HIV, helped to have regular follow – up, improved their life and
adherence, improved the communication and interaction with the health care providers and staffs
working at support providing organizations.
One PLHIV participant said “The referral for support services helped to improve my follow –
up, health and adherence. It helped me in accepting what I have and disclose my HIV status to
others and continue following – up regularly under the care and treatment program. I started
providing education and support for other beneficiaries sharing them all about my life
experiences.”
Opportunities
There existed coordination led by the RHB but should be strengthened and others at community
levels including religious leaders and representatives from kebeles and “Iddirs” must be
involved. Catchments area and review meetings coordinated and organized monthly by the RHB
helped to deal with the activities undertaken, strengthened partnership and dealt with the
challenges accordingly. This should be continued and others at different levels need to be
involved.
Referral directories were developed and distributed among facilities and support providing
organizations by the RHB to be used while referral services were provided. Referral formats and
other documentation materials that were also developed in collaboration with partners were
distributed for use and were used appropriately and helped to organize and strengthen the
services provided at different levels.
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There was an emphasis given towards the initiations made on Greater Involvement of PLHIV
(GIPA) as peer educators that brought about an impact on the care and treatment program. This
should be expanded as it changed the lives of many PLHIV, maximized access to information
and other services more easily and appropriately.
Barriers
Among the barriers, the criterion for selection of beneficiaries (BMI) was considered the most.
In addition to this, lack of involvement of other potential partners at community level especially
the kebeles and FBOs, communication gaps with those at community levels, lack of awareness
creation programs targeted on support at community level, lack of sustainable support programs
particularly IGA, limitations of the referral formats and duplication of effort were the barriers
identified and listed out that limited the provision of the services effectively at different levels.
6.2.2. Summary Result of the In – Depth Interviews
Majority of the respondents interviewed had the knowledge about and information on referral
linkage for support services. All responded positively about availability of referral linkage
related services provided at different levels.
Most of the respondents interviewed perceived referral linkage for support services as services
provided to beneficiary PLHIV to access the required benefits at different service delivery
points, in side or out side the health facilities.
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“The initiation of the provision of the referral linkage for support services created wide range of
opportunities for provision of holistic health care rather than just giving pills and it could be
done” was a quote by a respondent
Among those interviewed, majority responded that linkages for support services were primarily
undertaken by health care providers and other staffs working at different organizations providing
support services.
All CBOs including PLHIV associations had positive attitude towards provision of referral
linkage related services. PLHIV under care and community members supported the provision of
this service but some took it as a time consuming process.
The provision of referral services facilitated disclosure of HIV status, improved adherence and
availed economic opportunities for beneficiaries and others. All involved were committed
enough to effectively promote and provide the expected services. “A client on ART, who
benefited from food support, felt better and got to normal life which in turn improved his caring
for him / herself” as most interviewed responded.
Since the support provided for beneficiaries changed their life, others observed it as constructive
and effective and most, including family members of clients, identified thought to benefit from
these services. Therefore, provision of these services created the opportunity for health
professionals to provide counseling services for PLHIV involving their family members.
“Lost to follow – up clients were traced by peer educators to enable them to come back to the
care and treatment program provided with in the hospital. Our daily experience proved the
effectiveness of this method. As the peer educators themselves were PLHIV, they got greater
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voice for the beneficiaries to be convinced to return back to the care and treatment program” a
quote from a respondent from Dil Chorra Hospital
As far as coordination was concerned, all interviewed from the health facilities and support
organizations had their own roles and responsibilities. Those from health facilities were directly
involved in provision of the services, followed whether the referral services proceeded as
smoothly as possible, assisted for maintaining the communication and feedback among partners
and participated on different meetings.
“The RHB and Dil Chorra hospital took the lead in organizing and coordinating the referral
linkage related services after the initiatives came up from one of the potential partners i.e. CU –
ICAP Ethiopia, Estern Regional Office” a quote by one of the respondents
Opportunities
The acceptance of beneficiaries referred and activities performed were evaluated through
catchments area and review meetings that were organized and conducted.  During these
meetings, the progress of the overall referral linkage related activities were evaluated.  Frequent
communications were made between the referral focal persons, health facilities and
organizations providing support to know acceptance of referred beneficiaries and also the
referral process. Every one had the chance to know where and for what purposes to refer
beneficiaries.
Concerning documentation and reporting, the majority responded that materials developed by
the RHB in collaboration with health facilities and partners were availed to facilities and
documentations of the activities were undertaken and reported accordingly. In addition to these,
standard operating procedures dealing on coordination of the related activities and referral
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directories were also availed to all respective facilities and organizations as responded by those
interviewed.
Potential Barriers
Lack of coordination among organizations providing support, duplication of effort, duplication
of beneficiaries, lack of commitment at different levels particularly at grass root levels (in the
identification and selection of beneficiaries who really needed support, progressive increment in
the number of beneficiaries who needed support, lack of adequate number and unfair distribution
of organizations providing support, utilization of a single selection criterion for referral (BMI)
that limited the number of beneficiaries to be addressed even if proved needy, lack of awareness
creation related activities targeted on community members including PLHIV, provision of non –
sustainable support related services, dependencies of beneficiaries on supports were among the
barriers identified by respondents.
6.2.3. Summary of the Results of Observations Conducted on Health Facilities
Except peer educators (also called adherence or treatment supporters), MDAT members,
including ART nurses, physicians and pharmacists were highly involved in provision of
adherence counseling and psycho – social support. But as far as the provision of referral linkage
for support services was concerned, ART nurses and physicians were primarily involved. The
data clerks, pharmacists and peer educators were involved in setting all the necessary
preconditions through the provision of appropriate assistance, education and guidance to the
beneficiaries. These were observed in all of the health facilities selected.
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The peer educators trained and deployed with in the hospital were among PLHIV identified with
good disclosure and adherence status and actively engaged in provision of voluntary services.
Their selection was based on developed selection criteria. All the peer educators were provided
with theoretical and practical trainings on HIV care and treatment especially on adherence.
MDAT members particularly the ART nurses and also others in the hospital were strongly
involved in provision of supportive supervisions to the peer educators that built their skills and
maximized their confidence. Until the end of this observation, as peer educators were not trained
and deployed at health center level, the observation targeted on those deployed with in the
hospital only.
Appropriate arrangements were made by the RHB, Hospital, PLHIV association and CU – ICAP
Ethiopia for the assigned coordinator of the peer educators deployed with in the hospital to be
included as a member of the MDAT. This inclusion created an opportunity for the peer
educators to convey all the necessary information including challenges encountered while
providing services, helped in the promotion of meaningful GIPA, strengthened the program,
created sense of ownership, improved the relationship between the beneficiary PLHIV and
MDAT members, maximized the services uptake, reduced the workload of the MDAT members,
strengthened both the internal and external referral linkage by promoting the so called task
shifting.
These were among the best practices of the program. It has been found out that PLHIV have
already been selected as per the selection criteria to attend on the peer education training.
Among the challenges encountered were the relocations made for the charts of beneficiaries
from the data unit in to the main record unit of the health facilities. This was markedly observed
at the hospital than the health centers. The relocation led to losses of charts, prolonged waiting
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hours to get services and affected privacy and confidentiality. These in turn affected the client –
provider relationship markedly.
As far as the availability and utilization were concerned, it was observed that all ART clinics
with in the health facilities got formats, registers and other essential documentation materials
including well functioning telephone lines.
A total of 6 peer educators (3 males and 3 females) were assigned to the hospital providing HIV
care and treatment related services. The training provided contributed a lot towards
improvement of communication practices and skills of the peer educators. These peer educators
started providing services since the last 2 and half years after being trained on “adherence to
HIV care and treatment”.
The assignment of these peer educators profoundly reduced the workload of the MDAT
members since it created the opportunity for shifting certain limited tasks that were undertaken
by the clinical team. Peer educators shared their life and other care and treatment related
experiences to others both at the health facility and community levels and this maximized the
service uptake and utilization by maximizing acceptance of services provided by these peer
educators. This paved the ways for facilitating disclosure of HIV status among the PLHIV.
As it was observed, the peer educators markedly changed the services provided with in the
hospital through provision of adherence counseling, education and support related services to
other PLHIV including tracing of clients lost to follow – up from the care and treatment
services, facilitating referrals (both inter and intra facility) and other related activities.
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Observations were conducted on three of health facilities to assess availability, accessibility and
utilization of referral linkage for support services including its coordination, and the following
were among the major findings;
 Availability of well established referral linkage mechanisms put in place to facilitate all
support related services,
 Utilization of the standard referral formats available with in the health facilities, especially
ART clinics, while undertaking the actual referral linkage for support services,
 Availability and utilization of an agreed up on beneficiary selection criteria; BMI was the
standard selection criterion used while selecting beneficiaries. Beneficiaries with BMI of less
than 8.00 were the only ones eligible to be supported. All the essential information required
including type of support required and BMI were filled out while beneficiaries were referred.
 Availability of an agreed up on mechanism employed to check access and acceptance of
beneficiaries referred for support services,
 Availability and utilization of the support providing organizations with in the town as much
as possible. Even though limited numbers of organizations were available in the town,
maximum efforts were exerted to access and utilize the supports provided.
 Availability and utilization of a referral directory,
 Availability of coordination for all the activities to be performed. The RHB was the lead in
organizing and facilitating the overall activities and conducting catchments area and review
meetings as reported by the health facilities.
 Availability and utilization of documentation materials at all levels including the health
facilities and organizations providing support services. These included referral formats and
registration books for documenting referred out beneficiaries. The staffs in the ART clinics
were responsible for provision of referral services, following – up status and registering or
documenting of referred beneficiaries including the reasons for the referral.
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Opportunities
The availability of care and treatment services in an organized and arranged manner, and an
established system of referral linkage mechanisms, the utilization of the standard referral
formats and formal way of providing feedbacks, availability of beneficiary selection criteria
(BMI), mechanisms to check access and acceptance of  beneficiaries referred, support providing
organizations in the town, referral directory, coordination of activities and services and means
for monitoring and evaluation of the activities performed including catchments area meetings
were among the opportunities identified.
Potential Barriers
The limitation in number of support providing organizations compared to the number of PLHIV
(Even if available were not included with in the directory), limited involvement of PLHIV,
kebeles, the community and its prominent members in different activities, the beneficiary
selection criterion not addressing all PLHIV that were identified as reason for emergence of
conflicts among PLHIV and health care providers while selecting beneficiaries, the limited
awareness of clients towards the selection criterion related to advocacy, the missed components
from the referral format like gender, age, address, the limited utilization of the feed back
mechanisms, duplication of effort as most of the organizations were clustered in one place and
provided similar kinds of support services, dependency of PLHIV on support and lack of long
lasting sustainable options to support PLHIV were among the potential barriers identified.
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6.2.4. Summary Results of Record Reviews
The registers used to document all relevant information were reviewed as sources of secondary
data. In addition to this, the feedbacks papers provided from the organizations were also
reviewed. It was found out that a total of 485 beneficiaries were referred from three of the health
facilities to organizations providing different kinds of support located in the town since Hidar
2001 E.C.
The least number of beneficiaries were referred from Sabian health center and the highest from
Dil Chorra Hospital. As far as the reasons for the referrals linkage services provided were
concerned, the majority of the beneficiaries were referred for nutritional support.
There were also referrals for the purposes of membership with in PLHIV Association (TBMA),
for economic support (either financial or IGA), medical care especially provided at MOC and
educational support. Most of the referred beneficiaries had an improved health and adherence
status.
Opportunities
Of those referred, majority of were females and adults constituted the highest level. Majority of
the beneficiaries were referred to OSSA, which was identified as one of the leading
organizations that provided support related services.
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Potential Barriers
The reviews conducted on the formats used for providing feedback sent back to the referring
health facility were identified with inadequate information. Feedbacks were not provided for
those referred to some of support providing organizations. As it was identified and reported by
the health care providers, there were limitations in the number of organizations providing
support with in the town that created problem in addressing all those in need.
Most organizations were clustered in one particular area and majority offered similar kinds of
support related services leading to the duplication of effort. The referral format got its own
limitation in addressing the sex and age of the beneficiaries that were referred. Feedback
provisions to the referring facility were limited and inconsistent.
Table – 9: - Number of referred beneficiaries for support services,
Dire Dawa, April 2009
# Name of Health Facility Number of beneficiaries referred Remarks
1 Dil Chorra Hospital 264
2 Leghare Health Center 177
3 Sabian Health Center 44
Total 485
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7. Discussion
The provision of referral linkage related services undertaken between health facilities and
organizations at different levels especially at community level were believed to improve
adherence, facilitate and maximize care at home level, help with disclosure of HIV status and
promote access for family focused care. The provision of referral linkage related services at
different levels helped in the identification of individuals including their families in need of care
and treatment services (14, 15).
Even if the HIV care and treatment services are readily available, it is important to note about
access and utilization of these services. Unless services are provided in a coordinated manner in
more comprehensive and holistic approaches, several challenges will be encountered at different
levels affecting the adherence of PLHIV. This will become in to effect through the coordinated
and collaborative efforts of all responsible at different levels including the PLHIV, their
families’ and also other community members benefiting from these services (14, 15)
This study was conducted to assess the awareness about referral linkage for support services
towards enhancing adherence to HIV care and treatment at the level of the beneficiaries, health
facilities and support providing organizations.
Prior to and while the intended study was conducted, certain limitations were encountered and
were not as such wider in scope. As there were measurements employed to assess on self
reported behaviors and actions, there were increased risks towards emergence of information
biases. Since sensitive areas that targeted on the client’s attitudes and practices like risk
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behaviors were addressed, the study might have the tendency to carry on social desirability bias.
But all possible interventions were undertaken and maximum efforts were exerted on controlling
the emergence possible and development of biases.
There were limitations while the study was conducted associated with shortage of time. In
addition to the time, because of uncertainties that staff of health facilities and some of the CBOs
had, FGDs and IDIs were not conducted as expected. The deployment and utilization health care
providers from ART clinics accessed by respondents for confidentiality and other reasons during
the data collection process might have impacted the data collection process.
The study was conducted in Dire Dawa town. The reasons behind the selection of this particular
geographical area for this study there were discrepancies in service provisions, limited program
coordination with reduced community involvement, limited provision of referral linkages for
support services, weak partnership among stakeholders and knowledge gaps pertaining,
accessibility and utilization of available referral linkages for support services identified in most
sites. In effect, access to support for most PLHIV on ART was far below the expectations, which
affected the level of adherence.
For the quantitative study, the targets were PLHIV who took ART for a mean duration of 25.1
months and on follow – up. These were conveniently and randomly selected from three health
facilities respectively. The response rate was 98.6 %. Majority of the respondents were females,
married and residents of Dire Dawa town. Most had secondary level education earning a
monthly income between 201.00 and 500.00 ETB and the number of children respondents had
ranged between 1 and 8 children. Such scenarios had an impact on the adherence to care and
treatment program provided with in the facilities which also was the finding of this study (5, 9).
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Of the total respondents, 95.5 % were referred and majorities were adults aged 26 to 40 years. It
was identified that all had improved health and adherence. This was supplemented by the
findings from the qualitative studies. Adherence in this study was higher than the levels
identified on other studies. Studies conducted in Addis Ababa reported adherence to be 81.2 %
and 82.8 %. In other developed countries, it ranged from 50 % to 70 % (5).
The access for referral linkage services and adherence varied among respondents with larger
family sizes than those who had smaller or no families at all. These were considered by the
number of children respondents had. In this study majorities of respondents who had children
were referred for support services and were adherent.
The reasons behind might be the maximized access and utilization of reminders and involvement
of their children as reminders, the improved access and utilization of referral linkages and
Family Focused Care services, a new approach that considered HIV as a family than individual
problem that facilitated disclosure of HIV status among family members. In other studies,
adherence was higher among those with out children and non – adherence was observed among
PLHIV with children that might be associated with forgetting to take medications and
engagement on other activities including the care given for their children (5).
Self – worth, self – efficacy, seeing the positive effects of ARV accepting ones HIV status,
understanding the needs for adherence and use of reminder tools known to enhance and facilitate
adherence and the educational level of PLHIV had an impact on adherence (16).
The aversions of risk behaviors identified at time of enrollment, access for educational materials,
referral services, adherence, disclosure of HIV status and experience for side effects were
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marked among respondents at higher than lower educational levels. Access for referral services
and adherence were higher among respondents who attended secondary level education.
In other studies, age, sex, education were considered inconsistent predictors of adherence. But in
this study, adult educated respondents accessed services and became adherent that might be
associated with the opportunities created to access services available and the satisfaction
respondents had towards the services provided, the Family Focused Care promoted and provided
in health facilities that facilitated disclosure of HIV status and the care and treatment program
provided involved PLHIV as peer educators to provide varieties of services. These were also
supported by the findings from the focused discussions held.
The experience for side effects was markedly reduced among respondents at higher than lower
educational levels. Those with reduced side effects were adherent. The findings in this study
were higher compared to that from Brazil, Senegal, Addis Ababa and Yirgalem. In this study,
the PLHIV might be aware of the adverse effects encountered and adherence was maximized
through awareness raising activities performed at different levels that included sites selected for
provision of support related services (5).
The education provided for PLHIV on adverse effects from the outset and improved follow –
ups to reduce threat to health of PLHIV might be considered as reasons. Therefore, provision of
education on adverse effects, alternative measures and follow – ups and also adherence
counseling was proved to be important.
Access towards the available service was affected by the distance traveled by respondents to the
respective health facilities. This was found to affect adherence as most respondents might be
forced to miss their appointments. Adherence was markedly affected among those who traveled
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longer distances. In other studies being sick or having varieties of illnesses that may either be
related or not to the prescribed medications, personal problems including poverty, being too
busy and others were the reasons listed by PLHIV as causes for missed appointments.
Patients from far away may not have frequent and regular follow – up, probably due to transport
and time costs. The lack of frequent follow – up might lead to obtaining inadequate information
on adherence. These were supplemented by the findings from the study conducted in Yirgalem.
Those coming from places far away from health facilities (> 47 KM) to access the available
services were reported with poor adherence (5).
Improved adherence was observed among respondents who utilized reminders and was marked
among those who utilized an alarm clock. The utilization of reminders was found to be an
effective means for improving adherence in most developed countries. The findings in this study
were found to be different as compared to those from the studies in Yirgalem and Addis Ababa.
The perceived “fit” of medication regimens with daily routine was not significantly associated
with improved adherence (5).
Health and adherence status improved among respondents provided with referral for support
services. Studies conducted in A.A., Yirgalem, Uganda by TASO, South Africa, and Haiti
supported the findings. The social supports promoted and provided might help to enhance
adherence through encouragement, reassurance, systematic cues, bolstering of competence and
masking the effects of stress, anxiety and depression. All the findings were also supplemented
by additional findings from the qualitative studies (9, 10, 11, 12).
Adherence was affected among respondents who missed dose / s of medications. Running out of
pills was among the major reasons attributed to missing of doses that affected adherence.
Adherence level varied significantly among respondents who run out of pills than those who did
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not. In this study, running out of pills was cited as a reason for non – adherence and was found
to be similar to the findings from other studies. In other studies conducted in developing
countries, forgetfulness, the inconveniences associated with the medications, running out of pills
and pill burden were among the reasons leading towards non – adherence as far as drug related
issues were concerned especially those associated with missing doses.
Respondents’ satisfaction to care and treatment and referral services provided in relation to
adherence was identified. All satisfied with the services provided by the team members were
found adherent. These were further supplemented by the findings form the FGDs and IDIs and
also that of the other studies.
The long waiting hours that were going to be spent to access the required services provided in
health facilities had an impact on the adherence to HIV care and treatment. This might be
encountered highly by those who came from rural areas and from areas far away from the health
facilities that might lead the clients to stay longer and spend more additional expenses beyond
their will and capacity. Some of the clients might have children left at home with no one to care
for them .
The focused studies showed that the services were available. The issues concerning access were
the concern. As the need for support became widely accepted at different levels including the
PLHIV and as the number of support providing organizations was limited, addressing the needs
of all was among the challenges encountered.
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8. Conclusions and Recommendations
Based on the findings of the study, the following conclusions were made:
Family size, education, use of reminders and provision of referral services were identified to be
associated with adherence either positively or negatively affecting access and utilization of
available services.
The access for counseling services and educational materials available helped to facilitate
disclosure and avert / reduce risk behaviors and in turn improve adherence.
The coordinated and collaborated efforts exerted to maximize access and utilization of referral
and other related services available at different levels helped to improve and enhance health and
adherence of PLHIV.
The formal referral and counter referral mechanisms and beneficiary selection criterion and
follow – up mechanism availed helped to strengthen the services and improve adherence.
The selection and assignment of focal persons helped to strengthen and coordinate all activities
and maximize access and utilization of the available services
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Recommendations
The existing services (on – going counseling, education, etc) need to be strengthened to achieve
more through improved coordination and involvement of all potential partners at different levels
like kebeles, FBOs, etc.
The beneficiary identification and selection criteria and the referral directory utilized need to be
reviewed and updated regularly to address needs of PLHIV appropriately and track the location
and support services provided by different organizations. The referral formats need to be revised
to incorporate some of the missed components like gender, age.
Activities targeted on promotion of the available services to raise the awareness of the family
and community members need to be organized and should give emphasis on the involvement of
the PLHIV, religious leaders, elders and other prominent individuals as far as the issues of
maximized utilization of the available services were concerned
Interventions essential for addressing those illiterate members of the community have to be
appropriately planned. These may include the use or utilization of demonstrative aid
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10. Appendix
In this section of the document, attached are all documents used during the whole research
process that included:
 Data collection tools and others
o Guide for Key Informant Interview
o FGD guide, English version
o FGD guide, Amharic version
o IDI guide, English version
o IDI guide, Amharic version
o Review and Observation Check list
o Guide for the diagnosis of depression
o Consent form, English version
o Consent form, Amharic version
o Registration form for FGD and IDI
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Guide for Key Informant Interview (KII with PLHIV)
You are not obliged to take part in this interview if you are not interested to. Refusing to take part doesn’t have
any effect in your future follow – up. Are you willing to take part in this interview?
Yes: ________ No: ____________ Signature: _________
Client’s ID: ___________ HF: ______________Data collector’s code: ____Date: __________ (E.C.)
Section – I: Socio – demographic characteristics of the respondent
S. # Questionnaire Coding characteristics Skipping pattern
101 Respondents’ Age ______ (Write in years)
102 Respondents’ Sex 1. Male
2. Female
103 Respondents’ Address 1. Dire Dawa City Administration
2. Other than Dire Dawa CA
104 Respondents’ Marital status 1. Single
2. Married
3. Divorced
4. Separated with out divorce
5. Widowed / Widower
105 Respondents’ Religion 1. Orthodox
2. Protestant
3. Muslim
4. Other (Specify)
106 Number of children _____ (Write the number)
107 Respondents’ Educational level 1. Unable to read and write
2. Able to read and write
3. Grade 2 – 6
4. Grade 7 – 12
5. 12+
108 Respondents’ Income level (in birr) _____ (Write in ETB)
109 Duration on ART _____ (Write in months)
Section II: Questionnaire on patient’s knowledge and practice in adherence to ART
S. # Questionnaire Coding characteristics Skipping pattern
201 Have you ever been counseled for adherence? 1. Yes
2. No
202 Which risk behavior have you had at
enrollment?
1. Taking alcohol
2. Khat
3. Unsafe sexual practice
4. None
If “4”, skip to Q.
204
203 Which of your risky behaviors been avoided
after being counseled for adherence?
1. Taking alcohol
2. Khat
3. Unsafe sexual practice
4. None
204 Have you ever accessed any educational
materials regarding ART adherence?
1. Yes
2. No
205 Have you adhered to your care and treatment? 1. Yes
2. No
206 What are the benefits of ART? 1. Prevents viral replication
2. Increases CD4 count
3. Reduces OIs
4. Reduces death
5. Improve and prolong life
207 Have you disclosed your HIV status to anyone? 1. Yes
2. No
If “No” skip to Q.
301
208 Disclosure enhances adherence to care and
treatment
1. Agree
2. Disagree
209 Disclosure help to avoid fear and isolation 1. Agree
2. Disagree
210 Disclosure maximizes access to health care and
support services
1. Agree
2. Disagree
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211 Disclosure helps to practice safer sex with
partners
1. Agree
2. Disagree
212 Disclosure helps to refer partner for counseling,
testing, care and treatment
1. Agree
2. Disagree
213 What are the consequences of non - adherence? 1. Facilitates disease progression
2. Recurrence of OIs
3. Development of treatment failure
4. Development of viral resistance
5. None
Section III: Questionnaire to identify the patients’ reasons for missing an appointment
S. # Questionnaire Coding characteristics Skipping pattern
301 Have you ever missed an appointment after
being enrolled in to the ART program?
1. Yes
2. No
If “No”, skip to Q 401
Indicate the reasons for missing an appointment / appointments
302 Felt sick 1. Yes
2. No
303 Forgot the appointment date 1. Yes
2. No
304 Problem of transportation 1. Yes
2. No
305 Lack of money 1. Yes
2. No
306 Lack of awareness /not well informed 1. Yes
2. No
307 Personal problem 1. Yes
2. No
308 Lack of support 1. Yes
2. No
309 Workload (too busy) 1. Yes
2. No
310 Other (Specify) _____________________
Section IV: Questionnaire on drug administration
S. # Questionnaire Coding characteristics Skipping pattern
401 Have you ever missed a dose or more than one
dose of your medication?
1. Yes
2. No
If “No” skip to Q: 416
402 If yes, how often? 1. Yesterday
2. The previous 3 days
3. The previous 7 days
4. The previous 30 days
403 When was the last time you missed any of your
medication?
a) 1 – 3  months ago
b) > 3 month ago
c) Never missed any
Instruction: Indicate the reasons for missing your medications by saying agree or disagree
404 Forgot 1. Agree
2. Disagree
405 Ran out of pills 1. Agree
2. Disagree
406 Not at home 1. Agree
2. Disagree
407 Felt sick 1. Agree
2. Disagree
408 Hospitalized 1. Agree
2. Disagree
409 Depressed 1. Agree
2. Disagree
410 Side effects 1. Agree
2. Disagree
411 Fasting 1. Agree
2. Disagree
412 Inconvenience of the pills 1. Agree
2. Disagree
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413 Fear of side effects 1. Agree
2. Disagree
414 Others (Specify) __________________
415 What alternative actions have you taken? 1. Nothing
2. Took double the
medications
3. Took the medication
of that day only
4. Went to health facility
416 Do you use any reminder / s for taking your
medications? If yes, what do you use?
1. Buddy system
2. Daily Diary
3. An alarm clock
4. A calendar
5. Daily living activities
Section V: Questionnaire to assess patients’ knowledge about referral linkage for support services
S. # Questionnaire Coding characteristics Skipping pattern
501 Do you have any information about the referral
linkages for support services provided at the
health facilities?
1. Yes
2. No
502 If yes, can you tell us where you got this
information regarding its availability?
1. From no one
2. From family members
3. From a relative
4. From a friend
5. From health professionals
6. From NGOs including PLHIV
associations
7. Others, state
If “No”, skip to Q
703
503 Have you ever been referred? 1. Yes
2. No
504 If yes, who provided you with the referral? 1. Health Facilities
2. NGOs including PLHIV
associations
3. Others, state
505 How were you referred? 1. Formally, using referral formats
2. Informally
3. Unknown
506 Can you tell us for what purposes you have been
referred?
1. Material support
2. Nutritional support
3. Psycho – Social support
4. Spiritual support
5. Adherence counseling
6. Others (Specify)
507 Has this referral linkage for support services
helped you in improving your health by
improving your adherence?
1. Yes
2. No
Section VI: Questionnaire to assess patients’ knowledge about the common ARV side effects
S. # Questionnaire Coding characteristics Skipping pattern
601 Have you ever experienced any side effects while
taking your medications?
1. Yes
2. No
If “No”, skip to Q: 701
602 If yes, which one of the following have you
experienced?
603 Nausea and vomiting 1. Yes
2. No
604 Headache 1. Yes
2. No
605 Diarrhea 1. Yes
2. No
606 Skin rash and itching 1. Yes
2. No
607 Nightmare, depression 1. Yes
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2. No
608 Fatigue or loss of energy 1. Yes
2. No
609 Pain, numbness, tingling feeling in feet 1. Yes
2. No
610 Bloating abdominal pain 1. Yes
2. No
611 Weight gain or fat deposits 1. Yes
2. No
612 Hair loss 1. Yes
2. No
613 Others (Specify) ___________________
614 What alternative actions have you taken while
you encountered these problems?
1. Nothing
2. Stopped the
medications
3. Went to holy water
4. Went to herbal healers
5. Went to health facility
Section VII: Assessment of patient's satisfaction (Client – Health Care Provider relationship)
S. # Questionnaire Coding characteristics Skipping pattern
701 Do you know about your ARV dosage and time
interval how you take it?
1. Yes
2. No
702 Do you know when your next follow – up date
is?
1. Yes
2. No
703 Are you satisfied with the care that you are
receiving from clinical team? If yes, give your
response by saying agree or disagree
1. Agree
2. Disagree
704 Time health care providers spent with me 1. Agree
2. Disagree
705 Way health care providers approached and
examined me
1. Agree
2. Disagree
706 Treatment given to me 1. Agree
2. Disagree
707 Way  health care providers gave information to
me in a clear and simple terms
1. Agree
2. Disagree
708 Counseling health care providers provided me
by respecting my privacy
1. Agree
2. Disagree
709 Others (Specify) ___________________
Section VIII: Questionnaire to assess on structural barriers
S. # Questionnaire Coding characteristics Skipping pattern
801 Do you have access to public transportation? 1. Yes
2. No
If “No”, skip to Q803
802 If “Yes”, is the public transportation available
on a daily basis?
1. Yes
2. No
If “Yes”, skip to Q. 804
803 How did you manage to come to the health
facility if there is public transportation?
1. On foot
2. By bicycle
3. Others (Specify)
804 How far do you live from the health facility? _________ (Write in Kms)
805 Does the patient pay for the transportation to
the health facility?
1. Yes
2. No
3. NA
If “2 or 3”, skip to Q. 807
806 If “Yes”, how much do you pay for your
transportation?
_______ (Write in ETB)
807 How long does it take you to get ART related
services?
_______ (Write in hours)
810 Have you ever missed appointment due to
transportation related issues?
1. Yes
2. No
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Focus Group Discussion Guide for Hospital and Health Center, CBOs and PLHIV Association Staff
This FGD is going to be undertaken with the Hospital, Health Center (MDAT Members including
physicians, nurses, pharmacists, ART focal person, those in – charge at PMTCT, TB, and VCT and CBOs
and PLHIV association staff. These are the staff actively engaged in promoting and providing the referral
and counter referral linkage services, i.e. external referral linkage with each other
Instructions for the Facilitator and Note – taker
The above mentioned staff at each site should be broken into 2 groups, of no less than 5 – 10 people each.
Focus group discussions should be held separately with each of the 2 groups. Each FGD should be limited
to 1 hour in length. One person should be assigned as the facilitator and another as a note – taker. If
possible, both tape recorders and note – takings can be used to capture the issues raised during the
discussion. Facilitators should be prepared to refocus on the discussion if needed, engage all participants in
the discussion, and discourage individuals from dominating the discussion
Introduction to the Focus Group Discussion
o Everyone should introduce themselves
o Joint MPH Program student from UoG / ACIPH and assigned interviewers with their supervisors will
be conducting an assessment on the awareness of referral linkage for support services towards
enhancing adherence to HIV care and treatment implemented at one hospital and two health centers
after the initiation of the ART program (as part of strengthening the HIV care and treatment program)
o The goal of the assessment is in order to examine the availability, accessibility, utilization and barriers
related to referral linkage for support services and whether the provision of the service has been
successful in meeting its objectives and how it can be improved in the future when the program is
going to be more broadly scaled up
o The results of the assessment and recommendations for the future will be presented in a report that is
going to be disseminated at stakeholders meeting
o Active participation and honesty are encouraged and that we are relying on you to openly give us the
appropriate feedback on the referral linkage service provision so that it can be improved in the future
o All comments are valued and there are no wrong opinions
o For the next one hour or so, we will be leading a discussion to discuss on different aspects regarding
the service linkage pattern that is provided by your facility. The time is very short and we apologize in
advance if we are going to interrupt or stop people to keep to the time
o To make sure we are able to remember what you say, we would like to tape record this session and also
take notes. No one will be identified by name in our report. Is it ok with you if we use the tape
recorder?
o Are there any questions before moving on to the discussion? Thank you in advance for your
participation and valuable feedbacks
o The note – taker should complete the information below before the facilitator begins the discussion
Name of the Health Facility: ______________________
Date Focus Group Discussion Conducted: ______________________
Focus Group Facilitator: ______________________
Focus Group Note taker: ______________________
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FGD Starting Time: ______________________
FGD Ending Time: ______________________
Participants on the FGD
Name Title / Position / Unit
1. First, let’s discuss how the HIV care and treatment and activities linked with external referral linkages
started in this health facility / CBO / PLHIV association. For example can you tell us more about the
how the activities linked with external referral linkages were started, what materials were used to refer,
how the beneficiaries to be referred were selected, how the status of the beneficiaries evaluated, who
actively provides the referral services, how those organizations and structures based at community level
identified, how arrivals of referred cases monitored, how the documentations were made, how the over
all program was monitored?
a. How the beneficiaries to be referred were were selected?
b. What do you think was good about this process? What could be improved?
c. Can you tell us more about your views? How were the facility staff involved in this activity?
d. What do you think was good about the provision of this referral service towards enhancing
adherence to HIV care and treatment? How could the service be improved in the future?
On what areas?
e. In your opinion, what do you think that you have achieved from the provision of this
external referral linkage service?
f. Based on your experiences, what would you recommend to other health facilities that want
to start the provision and strengthening of this referral service?
2. How do you interact with the clients in need of referral services to CBOs and PLHIV association
providing support services?
a. What are the roles of the client’s, staff of health facilities, CBOs and PLHIV associations?
b. How are the referral services facilitated?
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c. How are CBOs and PLHIV associations providing support services identified / checked
for the availability of space to include beneficiaries?
d. How are arrivals of referred cases monitored?
e. How are the overall referral services supervised / monitored?
f. Do you or other members of the MDAT in your facility, organization or association
document the referred cases? Explain.
g. How are referred clients followed – up?
h. What opportunities do you have to interact with the rest of the staff in your facility,
organization or association regarding referred clients?
3. In your experience, do you think the referral linkage services have helped to improve patient’s
adherence to HIV care and treatment?
a. If yes, how does this service directly helped to improve / enhance adherence? Can you give
some specific examples of how it has helped the patient with adherence?
b. What differences have you observed in patient adherence to HIV care and treatment
before and after the initiation and implementation of the referral linkage services?
c. How could the service be improved to help patients adhere to their care and treatment
plan?
4. In your experience, do you think the initiation and implementation of the referral linkage service helps
to trace patients who have missed appointments and are considered as lost to follow – up?
a. If yes, how does the referral service helped to improve retention of clients in to the HIV
care and treatment and decrease the risk towards lost to follow – up? Can you give some
specific examples of how the referral linkage service has helped with patient tracing?
b. How could the initiation and implementation of referral linkage service in your facility
help or better help improve retention of clients in HIV care and treatment program and
reduce the number of clients who are lost to follow-up?
5. In your experience, do you think the initiation and implementation of the referral linkage services
helped to strengthen or improve the interaction and communication pattern among clients and health
care providers, among health facilities, among health facilities and CBOs or PLHIV associations?
a. If yes, how does the referral service helped to improve inter – facility communication
patterns? Can you give some specific examples of how the referral services have helped
patients?
b. How could the implementation of the referral linkage services be improved to strengthen
interactions and communications among facilities and among facilities and CBOs /
PLHIV associations?
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6. In your experience, do you think the implementation of referral linkages services help to improve the
involvement and participation of PLHIV, community members and other relevant partners towards
enhancing adherence to HIV care and treatment?
a. If yes, how does the implementation of referral linkage services helped to improve and
strengthen the involvement and participation of PLHIV, community members and other
relevant partners towards enhancing adherence to HIV care and treatment?
b. What could be improved to better improve and strengthen the provision of the referral
linkage services?
7. We know how busy everyone at the health facilities is everyday. In your experience, with your current
patient load, how has the provision of referral linkage services to beneficiary clients affected your
workload (e.g. increased, decreased, not affected). Explain.
8. In your experience, how do you think the provision of referral linkage services to beneficiary clients
contributed to:
a. Reduction of stigma and discrimination
b. Encouraging disclosure of HIV status to family and community members
c. Maximization of utilization of HIV care, treatment and other services
d. Provision and maximization of the uptake of Family – Focused Care
e. Creating the opportunities towards establishment of supportive network for PLHIV and
their family members
9. In your opinion,
a. What are the best things about the provision of referral linkage services?
b. What is the added value of the initiation and implementation of referral linkage services at
your facility, organization or PLHIV association?
c. Have you noticed a difference between patients who who have been referred and linked
with CBOs / PLHIV associations, those who have been referred and but not linked and
those who have not at all been referred and linked in terms of adherence, missing
appointments, self – care and prevention with positives, disclosure of HIV status, etc.?
Explain.
10. In your opinion, what are the challenging issues about the provision of an appropriate referral linkage
services?
11. What recommendations do you have regarding the provision of referral linkage services?
THANK YOU FOR YOUR ACTIVE PARTICIPATION IN THE FGD.
WE LOOK FORWARD TO SHARING THE RESULTS OF OUR FINDINGS WITH YOU.
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የቡድን ውይይት ማድረጊያ ቅፅ
የውይይቱ ተቀዳሚ ተሳታፊዎች በተመረጡት የጤና ድርጅቶች ውስጥ የሚሰሩ የጤና ባለሙያዎች እና ድጋፍ
ከሚሰጡ ማህበረሰብ ዓቀፍ ድርጅቶች እና ከቫይረሱ ጋር በሚኖሩ የህብረተሰብ አባላት ከተመሰረቱ ማህበራት
ውስጥ የተውጣጡ ሠራተኞች ይሆናሉ:: በተጨማሪም ከቫይረሱ ጋር የሚኖሩ የፀረ ኤች አይ ቪ መድኃኒት
ተጠቃሚ የሆኑ የሕብረተሠብ አካላት በዚህ ውይይት ውስጥ ተሳታፊ ይሆናሉ::
የጤና ድርጅቶቹ ባለሙያዎች ከሆስፒታል እና ከጤና ጣቢያ የተውጣጡ ሲሆኑ የኤች አይ ቪ ክበካቤ እና
ሕክምና ቡድን አባላትን ያካትታሉ:: ይህ ማለትም የኤች አይ ቪ ክብካቤ እና ሕክምና ተጠሪዎችን ነርሶችን
የፋርማሲ መረጃ ቫይረሱ ከእናት ወደ ልጅ እንዳይተላለፍ በሚቀንስ ከሳንባ ነቀርሳ እና በፈቃደኝነት ላይ
የተመረኮዘ የደም ምርመራ ከሚደረግበት ክፍሎች የተውጣጡ ባለሙያዎች የጤና ድርጅቱን በመወከል በውይይቱ
ላይ ተሳታፊ ይሆናሉ::
በአስተባባሪነት እና በፀሐፊነት ሥራ ላይ ለሚሰማሩ ባለሙያዎች መመሪያ
 ከላይ ከተዘረዘሩት ድርጅቶች እና ማህበራት የመጡትን የውይይቱን ተሳታፊዎች በሁለት ቡድን እንዲከፋፈሉ
እና በአንዱ ቡድን ውስጥ ከ 5 እስከ 10 ተሳታፊዎች እንዲኖሩ ያደርጋሉ::
 አንድ ዙር የቡድን ውይይት ለማድረግ አንድ ሠዓት ያህል ይወስዳል::
 የቡድን ውይይቱን ለማድረግ ሲባል አንድ የውይይት አስተባባሪ እና  ፀሐፊ በተናጠል ይመደባሉ
 የፅህፈት ሥራውን ለመደገፍ ከተሳታፊዎች የሚሰጡትን መረጃዎች በአግባቡ ለመሰብሰብ እና ለመረጃዎቹ
ጥራት ሲባል የውይይቱ አስተባባሪ መቅረፀ ድምፅ እንዲጠቀም ይደረጋል::
 አስተባባሪው ውይይቱ በአግባቡ እንዲካሄድ ከማድረጉም በተጨማሪ ተሳታፊዎች አጥጋቢ የሆነ ተሳትፎ
እንዲኖራቸው ያበረታታል ውይይቱም በአንድ ሠው የበላይነት እንዳይመራም ያደርጋል::
የቡድን ውይይቱ ሀደት መመሪያ
 የቡድን ውይይቱ ተሳታፊዎች ከውይይቱ አስተባባሪ እና ፀሐፊ ጋር እንዲተዋወቁ ይደረጋል::
 ስለ ቡድን ውይይቱ እና ስለ ጥናቱ አላማዎች አስተባባሪው ገለፃ ያደርጋል የቡድን ውይይቱ ለዚህ ጥናት
የለውን ጠቀሜታ እና ጉልህ ድርሻ ለተሳታፊዎቹ በግልፅ ያቀርባል ይህ ጥናት ድጋፍ ሠጪ በሆኑ
ማህበረሰብ ዓቀፍ እና በጤና ድርጅቶች መካከል እየተሰጠ ያለው የመላላክ እና ትስስር አገልግሎት ምን ያኽል
ተገልጋይ ታካሚዎች በቁርጠኝነት የኤች አይ ቪ ክብካቤ እና ሕክምና አገልግሎቱን እንዲከታተሉ
እንደረዳቸው ለማወቅ የሚደረግ ጥናት ነው::
 የውይይቱ አስተባባሪ የጥናቱን ግቦች አላማዎች እና ከውይይቱ የሚገኙትን ገንቢ የሆኑ የድጋፍ ሃሳቦች
ያካተተውን የመጨረሻ ሪፖርት ጥናቱ እንደተተናቀቀ ለየተሳታፊ ድርጅቶቹ እንደሚቀርቡ እና እንደሚሰራጩ
ይገልፃል::
 ከውይይቱ ለሚሰበሰቡት መረጃዎች ጥራት እና ለጥናቱ ለሚያበረክቱት ጠቀሜታ ሲባል የውይይቱ
ተሳታፊዎች ግልፅነት የተሞላበት እና ንቁ የሆነ ተሳትፎ እንዲያደርጉ አስተባባሪው በትህትና ይጠይቃል::
 በውይይቱ ወቅት የሚቀረቡት አስተያየቶችም ሆኑ አመለካከቶች ያላተሳሳቱ እንደሆኑ እና ለጥናቱ ታላቅ
ጠቀሜታ እንዳላቸው አስተባባሪው ለተሳታፊዎቹ በአግባቡ ያሰረዳቸዋል::
 ድጋፍ ሠጪ በሆኑ ማህበረሰብ ዕቀፍ እና በጤና ድርጅቶች መካከል የሚሠጠው የመላላክ እና ትስስር
አገልግሎት ምን ያኽል ተገልጋዮች የኤች አይ ቪ ክብካቤን እና ሕክምናን አገልግሎቱን በቁርጠኝነት
እየተከታተሉ እንደሆነ ለማወቅ በሚሰራው ጥናት ላይ የሚደረገው የቡድን ውይይት በአንድ ሠዓት ውሥጥ
ብቻ የሚደለግ መሆኑን አስተባባሪው ለተሳታፊዎቹ በግልፅ ያስረዳል ውይይቱም ይህንን የሠዓት ገደብ
ከግምት ውሥጥ ያስገባ እንዲሆን በትህትና ይጠይቃል::
 ከውይይቱ ለሚሰበሰቡት መረጃዎች ጥራት ሲባል ከፅህፈት ሥራው በተጨማሪ መቅረፀ ድምፅ መጠቀም
እንዲቻል አስተባባሪው የተሳታፊዎቹን ትብብር እና ፈቃድ በትህትና ይጠይቃል
 አስተባባሪው ተሳታፊዎቹ ለሚያደርጉት ንቁ እና አጥጋቢ ተሳትፎ ምስጋና አቅርቦ ጥያቄ ካለ ዕድሉን
ለተሳታፊዎች ይሰጣል::
 ፀሐፊው ውይይቱ ከመጀመሩ በፊት ከዚህ በታች ያሉትን መሞላት ያለባቸውን ቦታዎች እና የተሳታፊ
መመዝገቢያ ቅፆች ይሞላል::
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የሕክምናው / የማህበረሰብ ዓቀፍ ድርጅቱ / የማህበሩ ሥም: ____________________________
የቡድን ውይይቱ የተደረገበት ቀን: _____________________________________
የውይይቱ አስተባባሪ ሙሉ ሥም: ____________________________________
የፀሐፊው ሙሉ ሥም: ____________________________________________
የቡድን ውይይቱ የተጀመረበት ሠዓት: _________________________________
የቡድን ውይይቱ ያበቃበት ሠዓት: ______________________________________
የተሳታፊዎች ሙሉ ሥም ማዕረግ የሥራ ድርሻ እና የሚሰሩበት ክፍል ዝርዝር መመዝገቢያ ቅፅ
የተሳታፊዎች ሙሉ ሥም ማዕረግ / የሥራ ድርሻ / የሚሰሩበት ክፍል
በቅድሚያ ለዚህ የቡድን ውይይት በፈቃደኝነት ተሳታፊ በመሆን ስለመጣችሁ እናመሰግናለን!!
1. በመጀመሪያ በጤና ድርጅቶች ውስጥ እየተሠጠ ያለውን የኤች አይ ቪ ክብካቤ እና ሕክምና አገልግሎት
ለማጠናከር ሲባል በጤና ድገፍ ሠጪ በሆኑ ማህበረሰብ ዓቀፍ ድርጅቶች እና ማህበራት መካከል እየተሠጠ
ያለው የመላላክ እና የትስስር አገልግሎት ሂደት እንዴት እንደተጀመረ ገለፃ ብታደርጉልኝ?
ለምሳሌ የመላላክ እና የትስስር አገልግሎቱ መቼ መሠጠት እንደጀመረ: ለመላላክ እና ትስስር አገልግሎት
አሠጣጥ ሂደቱ የሚጠቅሙ ምን አይነት ቅፆችን መመሪያዎችንና መሳሪያዎችን እንደምትጠቀሙ:
ተገልጋዮችን ከአንዱ ድርጅት ወደ ሌላው ለመላክ የምትጠቀሙበት ቅፅ ካለ እና ምን አይነት እንደሆነ: ወደ
ድርጅቶች የሚላኩ ተገልጋዮች በምን አይነት መስፈርቶች እንደሚመረጡ: ተገልጋዮቹ ወደ ሌላ ድርጅት
ከመላካቸው በፊት ያላቸው አጠቃላይ የጤና እና የኑሮ ሁኔታዎች በምን እንደምትፈትሹ እና
እንደምትገመግሙ: ማን እና የትኛው ክፍል ተገልገዮችን ከአንዱ ወደ ሌላው ድርጅት ለድጋፍም ሆነ ለሌላ
አገልግሎት እንደሚልክ: ማህበረሰብ ዓቀፍ ድርጅቶች እና ማህበራት መኖራቸውን እና ድጋፍ እናደሚሰጡ
በምን አይነት መንገድ እንደምታረጋግጡ: ለድጋፍም ሆነ ለሌላ ጉዳይ ከአንዱ ድርጅት ወደ ሌላው የተላኩትን
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ተገልጋዮች በትክክል እንደደረሱ እና የአገልግሎቱ ተጠቃሚ እንድሆኑ የምታረጋግጡበት መንገድ ካለ ምን
እንደሆነ: የመላላኩን እና የትስስሩን የሥራ እንቅስቃሴ ላይ ያተኮረ መረጃ አያያዝ ካለ እና በአጠቃላይ
የመላላኩ እና የትስስሩ አገልግሎት አሰጣጥን የምትከታተሉበት መንገድ ካለ ምን እንደሆነ ውይይት
እናደርጋለን::
ሀ. ተገልጋዮች ወደ ተለያዩ ለድጋፍም ሆነ ለሌላ ጉዳይ ከጤና ወደ ድጋፍ ሠጪ ማህበረሰብ አቀፍ ድርጅቶች
እና ማህበራት ከመላካቸው በፊት የሚመረጡበት እና የሚለዩበት መመዘኛ ካለ ምን እንደሆነ
ብትገልፁልን?
ለ. በመላላኩ እና ትስስሩ አገልግሎት ሂደት ዙሪያ ያያችሁት በጎ ጎን ምን ይመስላል? መሻሻል አለበት
የምትሉት ነገር ካለ ብትገልፁልን::
ሐ. በዚህ ሂደት ዙሪያ አለ የምተሉት የራሳችሁ አመለካከት ካለ ብትገልጹልን፣ የድርጅታችሁ የሥራ
አባላትስ በዚህ የትስስር ሂደት ላይ ያላቸው ተሳትፎ ምን ይመስላል?
መ. የመላላክ እና የትስስር አገልገሎቱ መጀመሩና መሠጠቱ በኤች.አይ.ቪ ክብካቤ እና ሕክምና አገልግሎት
ተጠቃሚዎች ቁርጠኝነት እና ክትትል ሂደት ላይ የመጣው መሻሻል እና ጥሩ ጎን አለብላችሁ
ታስባላቸሁ? ወደፊት ይህ አገልግሎት እንዲሻሻል እና እንዲጠናከር ምን ቢደረግ ጥሩ ነው ትላላችሁ?
ለየትኛዎቹ የሥራው ሂደት ቦታዎችስ እንዲሻሻል ትፈልጋላችሁ?
ሠ. በእናንተ ግምት ይህ የመላላክ እና የትስስር አገልግሎት መሠጠቱ የተገኘው ውጤተ ምን ያክል አጥጋቢ
ነው ብላችሁ ታስባላችሁ?
ረ. የመላላክ እና የትስስር አገልግሎት መስጠት እንዲጀምሩ እና ከመጀሩም እንዲያጠናክሩት ለማድረግ
ለሌሎች የጤና እና የማህበረሰብ አቀፍ ለሆኑ /ማህበራት ጭምር/ ድጋፍ ጠጪ ድርጅቶች ከልምዳችሁ
በመነሳት የምትሰጧቸው መነሻ ሃሳብ ምን ይመስላል?
2. ድጋፍ ያስፈልጋቸዋል ከምትሏቸው ተገልጋዮች ጋር ያላችሁ ግንኙነት ምን ይመስላል? ድጋፍ ሠጪ
ወደሆኑት የማህበረሰብ አቀፍ ድርጅቶች እና ማህበራት መላክ ካለባቸው የአገልግሎት ተጠቃሚዎቸ ጋር
ያላቸሁ ግንኙነት ምን ይመስላለል?
ሀ. በዚህ የመላላክ እና የትስስር ሂደት የአገልግሎቱ ተጠዋሚዎች የጤና እና የማህበረሰብ አቀፍ ድጋፍ
ሠጪ ድርጅቶች /ማህበራትም ጭምር/ ምን አይነት ድርሻ አላቸው?
ለ. የመላላክ እና የትስስር አገልግሎት የሥራ ሂደት በምን አይነት ሁኔታ እየተካሄዱ ነው ብላችሁ
ታስባላችሁ?
ሐ. በአካባቢያችሁ ማህበረሰብ አቀፍ ድርጅቶች እና ከቫይረሱ ጋር በሚኖሩ የህብረተሰቡ አባላት የተቋቋሙት
ማህበራት መኖራቸው እና አለመኖራቸው የድጋፍ አገልግሎት እየሠጡ እንደሆነ እና እንዳልሆነ እና
ተጨማሪ ተገልጋዮች ለድጋፍ እንደሚቀበሉ እና እንደማይቀበሉ /ቦታ እንዳላቸው/ በምን አይነት
ሁኔታ/መንገድ ይታወቃል?
መ. ወደ ማህበረሰብ አቀፍ ድርጅቶች እና ማህበራት ለድጋፍ እና ለሌሎች ጉዳዮቸ የተላኩትን የአገልግሎት
ተጠቃሚዎችን በአግባቡ መድረሳቸው እና አገልግሎቱን ማግኘታቸውን በምን ይረጋገጣል?
ሠ. አጠቃላይ የመላላከ እና የትስስር ሂደቱ በምን አይነት ሁኔታ ክትትል እነ ቁጥጥር ይደረግለታል?
/የክትትል እና ቁጥጥር ሁኔታው ምን ይመስላል?/
ረ. የመረጃ እና ምዝገባው ሂደትስ ምን ይመስላል? በመረጃ አያያዝ ላይ የጤና ድርጅቱ የሥራ ባልደረቦች
/የማህበረሰብ አቀፍ ድጋፍ ሠጪ ድርጅቶች ማህበራትም ጭምር/  ምን አይነት ድርሻ አላቸው? ለመረጃ
አያያዙስ ሂደት ምን ይጠቅማሉ?
ሰ. በአካባቢው ወደ ሚገኙት የማህበረሰብ አቀፍ ደርጅቶች /ማህበራትም ጭምር/ ለድጋፍ አና ሌሎች ጉዳዮች
የሚላኩትን የአገልግሎቱን ተጠቃሚዎች አገልግሎቱን በአግባቡ ስለመጠቀማቸው በምን አይነት ሁኔታ
ክትትል ይደረግላቸዋል?
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ሸ. ከሌሎች የጤና፣ ማህበረሰብ አቀፍ ደርጅት እና ማህበራት የሥራ ባልደቦቻችሁ ጋር ስላለው ጠቅላላ
የሥራ ሂደት እና ስለ አገልግሎቱ ተጠቃሚዎች ለመወያየት እና ለመነጋገር ምን የተፈጠረ አጋጣሚ
አለ?
3. በእናንተ አመለካከት ይህ የመላላክ እና የትስስር አገልግሎት ተጠቃሚዎች ለኤች.አይ.ቪ ክብካቤ እና ሕክምና
አገልግሎት ላይ ያላቸውን ቁርጠኝነት አሻሽሏል ብላችሁ ታስባላችሁ?
ሀ. መልሱ አዎን ከሆነ፣ በምን አይነት ሁኔታ ነው የመላላክ  እና ትስስሩ አገልግሎት የተጠቃሚዎችን
ቁርጠኝነት ያሻሻለው? በዚህ ዙሪያ ያጋጠማችሁን ልታካፍሉን ትችላላችሁ?
ለ.  በዚህ የመላላክ እና ትስስር አገልግሎት ተጠቃሚ በሆኑ እና ባልሆኑ ከቫይረሱ ጋር በሚኖሩ
የኤች.አይ.ቪ ክብካቤ እና ህክምና አገልግሎት ተጠቃሚዎች ልዩነት አለ ብላችሁ ታስባላችሁ? አሉ
ብላችሁ የምታስቡትን ልዩነቶች ብታቀርቡልን፤
ሐ. የኤች.አይ.ቪ ክብካቤ እና ሕክምና አገልግሎት ተጠቃሚ የሆኑት ተጠቃሚዎች/ተገልጋዮች አገልግሎቱን
በቁርጠኝነት እንዲከታተሉ የመላላክ እና የትስስር አገልግሎቱ በምን አይነት ሁኔታ ይሻሻል ብላቸሁ
ታስባላችሁ?
4. በእናንተ አመለካከት የመላላክ እና የትስስር አገልግሎት መስጠት መጀመሩ እና እየተሠጠ መሆኑ
ከኤች.አይ.ቪ ክብካቤ እና ሕክምና አገልግሎት ክትትላቸውን የሚያቋርጡ ተጠቃሚዎችን ለማፈላለግ እና ወደ
ፕሮግራሙ ክትትል ለመመለስ ይጠቅማል ብላችሁ ታስባላችሁ?
ሀ. መልሱ አዎን ከሆነ፤ የመላላክ እና የትስስር አገልግሎት መሠጠቱ በምን አይነት ሁኔታ ተጠቃሚዎች
ከኤች.አይ.ቪ ክብካቤ እና ሕክምና ፕሮግራሙ ውሰጥ በአግባቡ እንዲቆዩ እና ክትትላቸው እንዲያቋርጡ
ከሚያደርጋቸው ችግሮቸ እንዲላቀቁ /ችግሮቻቸው እንዲፈቱ/ ይረዳቸዋል? በዚህ ዙሪያ ያጋጠሟችሁን
አንዳንድ ነገሮች በምሳሌነት ብታካፈሉን?
ለ. የመላላክ እና ትስስር አገልግሎት መሠጠት መጀመሩ እና መሠጠቱ የኤች.አይ.ቪ ክብካቤ እና ሕክምና
ፕሮግራም ተገልጋዮች ክትትላቸውን ሳያቋርጡ በፕሮግራሙ ውስጥ እንዲቆዩ እንዴት እንደረዳቸው
ብትገልጹልን? በምን አይነት መንገድ እና ከልምዳችሁ በመነሳት፤
5. የመላላክ እና የትስስር አገልገሎት መሠጠት መጀመሩ እና እየተሠጠ መሆኑ በአገልግሎት ተጠቃሚ ከሆኑት
ከቫይረሱ ጋር የሚኖሩ የህብረተሰብ አባላተ እና በጤና እና ድጋፍ ሠጪ ማህበረሰብ አቀፍ ድርጅቶች
/ማህበራትም ጭምር/ ሠራተኞች መካከል ያለውን ግንኙነት እና ቁርኝት አሻሽሏል ብላችሁ ታስባላችሁ?
ሀ. መልሱ አዎ ከሆነ፣ ግንኙነት  እና ቁርኝቱ እንዴት እንዲሻሻል የመላላክ እና የትስስር አገልግሎቱ
እንዲረዳ ብትገልጹልን በዚህ ዙሪያ ያጋጠሟችሁን አንዳንድ ነገሮች ለምሳሌነት ብታስረዱን፣
ለ. የመላላክ እና የትስስር አገልግሎት አሠጣጡ ተጠናክሮ እንዲቀጥልና በተጠቀሱት ድርጅቶች ሠራተኞች
እና በተጠቃሚዎች መካከል ያለው ግንኙነት እና ቁርጠኝነት እንዲሻሻል ምን ቢደረግ ጥሩ ነው ብላችሁ
ታስባላችሁ?
6. ከልምዳችሁ በመነሳት የመላላክ እና የትስስር አገልግሎት አሠጣጡ ሂደት ከቫይረሱ ጋር የሚኖሩ የማህበረሰቡ
አባላትን፣ ማህበረሰቡን እና የሌሎች አጋር ድርጅቶችን ተሳትፎ በመጨመር /በሚሳተፍ/ በኤች.አይ.ቪ ክብካቤ
እና ህክምና ዙሪያ ያለውን የተጠቃሚዎች ቁርጠኝነት ጨምሯል /ይጨምራል/ የሚል ሀሳብ አላችሁ?
ሀ. መልሱ አዎ ከሆነ፤ የመላላክ እና የትስስር አገልግሎት አሠጣጡ ሂደት ለምን አይነት ሁኔታ እና እንዴት
የተዘረዘሩትን ድርጅቶች እና የህብረተሰብ አባላት ተሳትፎ ለመጨመር የኤች.አይ.ቪ ክብካቤ እና ህክምና
ተገልጋዮችን ቁርጠኝነት ሊያሻሽል ቻለ?
ለ. ከዚህ ጋር በተያያዘ የመላላክ እና ትስስር አገልግሎቱን በተሻለ እና በተጠናከረ ሁኔታ ለመስጠት እንዲቻል
ምን ቢዳረግ ጥሩ ነው ብላችሁ ታስባላቸሁ?
7. በጤና ድርጅቶች ውስጥ ያለው የሥራ ጫና ከፍተኛ እንደሆነ ለሁላችንም ግልጽ ነው፡፡  ከእናንተ ልምድ
በመነሳት እና ያላችሁን የኤች.አይ.ቪ ክብካቤ እና ሕክምና አገልግሎተ ተጠቃሚዎች ቁጥር ከግምት  ውስጥ
በመክተት፣ የመላላክ እና የትስስር አገልግሎት አሰጣጥ ሂደቱ በምትሰሩትን ሥራ ላይ ያመጣው /የፈጠረው/
ተጽእኖን በምን አይነት ትገልጽታላችሁ? የሥራ ጫና እንዲጨምር እንዲቀንስ ምንም አይነት ተፅዕኖ
አለፈጠረም? አድርጓል ገለጻ አድርጉልን፤
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8. ከልምዳችሁ በመነሳት የመላላክ እና ትስስር አገልግሎት መሠጠቱ በሚከተሉት ላይ ያመጣው  አስተዋጽኦ
ምን ይመስላል?
ሀ. መገለል እና አድልዎ እንዲቀንስ
ለ. የኤች.አይ.ቪ ምርመራ ውጤትን ለቤተሰብ እና ለማህበረሰብ አባላት ማጋራትን ለማበረታታት
ሐ. የኤች.አይ.ቪ  ክብካቤ እና ሕክምና አገልገሎት ተጠቃሚዎች ቁጥር በከፍተኛ ሁኔታ እንዲጨምር
መ. የቤተሰብ አቀፍ የኤች.አይ.ቪ ክብካቤ አገልግሎተ አሠጣጥ እና የተጠቃሚዎች ቁጥር እንዲጨምር
ሠ. የተደጋፊነት ቅንጅት ከቫይረሱ ጋር በሚኖሩት እና በቤተሠቦቻቸው መካከል እንዲኖር ምቹ ሁኔታን
መፍጠር
9. በእናንተ አስተያየት/አመለካከት
ሀ. የመላላክ እና ትስስር አገልግሎት  በየድርጅቶቻችሁ ውስጥ ያመጣው ተጨማሪ ውጤት ምን ይመስላል?
ለ. የመላላክ እና ትስስር አገልግሎት በጤና ድጋፍ ሠጪ ድርጅቶች እና በማህበራትአማካኝነት መሠጠት
መጀመሩ ያመጣው ጥሩ ውጤት ምንድን ነው?
ሐ. በመላላክ እና ትስስር አገልግሎት አማካኝነት ከአንድ የጤና ድርጅት ድጋፍ ጠጪ ወደሆኑ ሌሎች
ማህበረሰብ አቀፍ ድርጅቶች እና ከቫይረሱ ጋር የሚኖሩ ማህበራት?
ተልከው በድጋፍ ሠጪ ማህበረሰብ አቀፍ ድርጅቶች/ማህበራት በሚሠጡት  አገልግሎት ሥር በታቀፉ፣
ተልከው በአገልግሎቱ ባልታቀፉ እና ባልተላኩ እና በአገልግሎቱ ሥር ባልታቀፉ መካከል የኤች.አይ.ቪ ክበካቤ
እና ሕክምና አገልግሎትን በቁርጠኝነት በመከታተል፣ ቀጠሮአቸውን ባለማሳለፍ፣ ራስን በመንከባከብ እና
ከቫይረሱ ጋር እየኖሩ ቫይረሱ እንዳይዛመት በሚደረግ የመከላከል ሥራ፣የኤች.አይ.ቪ የደም ምርመራ ውጤት
ለሌሎች ማጋራት እና በሌሎችም ላይ ያስተዋላችሁት ነገር አለ? ብትግልጹልን፤
10. በእናንተ አመለካከት የመላላክ እና የትስስር አገልግሎት በአግባቡ እንዳይሠጥ አድርግዋል የምትሏቸው
ችግሮች ምንድን ናቸው?
11. በመላላክ እና ትስስር አገልግሎት አሠጣጡን ሂደት በተመለከተ የምትሠጡት ምን አይነት ድጋፍ አለ?
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In – Depth Interview Guide
Instructions for Interviewer and Note taker
Individual interviews should be conducted with respondents. Each interview should be not
more than 45 minutes in length and should be conducted in a structured manner, using the
questions below as a guide. One person will be assigned to conduct the interview
Introduction to the Interview
o Everyone should introduce themselves
o A principal investigator will be conducting this interview
o The goal of the interview has to be clearly informed to the respondents as it is intended
to assesses the awareness how the provision of referral linkage for support services has a
role in improving the adherence to HIV care and treatment and how it can be
improved in the future after identifying and resolving the gaps
o The results of the research and recommendations forwarded for the future will be
presented in a report and also disseminated at stakeholders meeting
o Active participation and honesty are encouraged and that we are relying on you to
openly forward the feedbacks all you have regarding on the issues to be dealt in the
research so it can be improved in the future
o All comments forwarded are valued and there are no wrong opinions
o For the next 45 minutes or so, during the interview discussions will be held on
different aspects of the referral linkage services and their benefits
o Are there any questions before moving on to the interview? Thank you in advance for
your participation and valuable feedbacks
o Tape – recorders if possible will be used in addition to the note taking process to avoid
missing of information provided by respondents. Do you have any objection?
o The principal investigator will be the one in charge of taking notes and should
complete the information below before beginning the interview
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Registration form for Participants
Health Facility / CBO / PLHIV Association Name:
Person Interviewed (Code):
Sex:
Address:
Occupation & Profession / Title:
Unit of Assignment:
For PLHIV association / s
Person Interviewed (Code):
Age:
Sex:
Address:
Marital status:
HIV Status of the spouse (if positive, in HIV Care or Treatment)
Address of the spouse (If not alive, what was the cause of death? When has it occurred?)
Number of children (if any):
Educational status
Occupation:
Income and the source:
Has the PLHIV disclosure his / her HIV status (Yes / No)
Duration on ARVs:
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Date of Interview:
Interviewer’s Name:
Note taker’s Name:
Time Interview Started:
Time Interview Ended:
12. What does it mean by referral linkage service? Who does it? Who is able to do it? How?
With whom? What are its benefits? In your opinion, do you think that it is not possible to
be done? Who is not able to do it? Why? In relation to HIV care and treatment
13. How are referral linkage services perceived by the health care providers? The CBOs? PLHIV
Associations? PLHIV under care and treatment program? Community members? Give us
some examples
14. Are you involved in the provision of referral linkage services? How is your involvement,
directly or indirectly? At what level? What are your major roles and responsibilities in the
referral linkage process? State the roles
15. What type of support, supervision, and mentoring do you receive towards providing and
strengthening of the referral linkage services? From who?
16. In your experience, do you think the provision of referral linkage services help improve
patient’s adherence to care and treatment? How? Can you give a specific example?
17. In your experience, do you think the provision of referral linkage services at CBOs, PLHIV
associations and health facilities help improve patients’ ability to care for them and live
positively with HIV / AIDS? How? Can you give a specific example?
18. In your experience, do you think provision of referral linkage services at CBOs, PLHIV
associations and health facilities help improve patient retention in care and treatment and
reduce loss to follow-up? How? Can you give a specific example?
19. In your experience, do you think provision of referral linkage services at CBOs, PLHIV
associations and health facilities help bring and get involved family members of patients
into care and treatment? How? Can you give a specific example?
20. In your experience, do you think provision of referral linkage services at CBOs, PLHIV
associations and health facilities help reduce stigma and discrimination? How (e.g. in
families and homes, in the community, in the facility)? Can you give a specific example?
21. Can you tell us your opinion on the provision of referral linkage services at CBOs, PLHIV
associations and health facilities?
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22. Has the initiation of provision of referral linkage services at the health facilities and CBOs,
PLHIV associations created an impact on the routine service provision pattern in the
facilities and organization? If PLHIV on ARVs, on your life? Explain.
23. In your opinion, what are the best things (achievements) about the provision of referral
linkage services at CBOs, PLHIV associations and health facilities?
24. In your opinion, what are the difficult or challenging things the availability, accessibility
and utilization of referral linkage services facilitated at and provided in CBOs, PLHIV
associations and health facilities being a PE and the PE program?
25. What recommendations do you have on the provision of referral linkage services towards
enhancing adherence of clients to HIV care and treatment?
THANK YOU FOR YOUR PARTICIPATION.
WE LOOK FORWARD TO SHARING THE RESULTS OF OUR REVIEW WITH YOU.
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የጥልቅ ቃለ መጠይቅ መመሪያ
ለዚህ ጥልቅ ቃለ መጠይቅ ተቀዳሚ የሚሆኑት ተሳታፊዎች የሚመረጡት በጤና ድርጅቶች ውስጥ
ከሚሰሩት የጤና ባለሙያዎች እና ድጋፍ ከሚሰጡ ማህበረሰብ ዓቀፍ ድርጅቶች እና ከቫይረሱ ጋር
በሚኖሩ የህብረተሰብ አባላት ከተመሰረቱ ማህበራት ሠራተኞች መካከል ይሆናል:: በተጨማሪም ከቫይረሱ
ጋር የሚኖሩና የፀረ ኤች አይ ቪ መድኃኒት ተጠቃሚ የሆኑ የሕብረተሠብ አካላትም በዚህ ጥልቅ ቃለ
መጠይቅ ወቅት ተሳታፊ ይሆናሉ::
የጤና ባለሙያዎቹ ከሆስፒታል እና ከጤና ጣቢያ የተውጣጡ ሲሆኑ በየጤና ድርጅቶቹ ባሉት የኤች
አይ ቪ ክበካቤ እና ሕክምና ቡድን ውስጥ አባላት ናቸው፡፡ እነዚህ ባለሙያዎች የኤች አይ ቪ ክብካቤ እና
ሕክምና ተጠሪዎችን፤ ነርሶችን፤ የፋርማሲ እና የመረጃ ክፍል ሠራተኞችን፤ ቫይረሱ ከእናት ወደ ልጅ
እንዳይተላለፍ ከሚቀንስ፤ ከሳንባ ነቀርሳ እና በፈቃደኝነት ላይ የተመረኮዘ የደም ምርመራ ከሚደረግበት
ክፍሎች የተውጣጡትን የሚያካትቱ ናቸው::
ይህ የጥልቅ ቃለ መጠይቅ ስነስርዓት ከተሳታፊዎች ጋር በተናጠል የሚደረግ ነው፡፡ አንድ ጥልቅ ቃለ
መጠይቅ ለማድረግ የተመደበው ክፍለ ጊዜ 45 ደቂቃ ሲሆን የቃለ መጠይቅ ሂደቱ የሚካሄደው
በተዘጋጀው መመሪያ መሰረት ይሆናል ፡፡ ለዚህ ጥልቅ የቃለ መጠይቅ ሥራ አንድ ሰው በበላይነት
ይመደባል፡፡
የቃለ መጠይቁ መግቢያ
 ሁሉም ተሳታፊዎች ከቃለ መጠይቁ አስተባባሪ ጋር እንዲተዋወቁ ይደረጋል::
 ይህንን ጥልቅ ቃለ መጠይቅ በበላይነት የሚመራው የጥናቱ አስተባባሪ ይሆናል፡፡
 ስለ ጥልቅ መጠይቅ አላማዎች አስተባባሪው ለእያንዳንዱ ተሳታፊ ገለፃ ያደርጋል፡፡ የጥልቅ መጠይቁ
ለሚደረገው ጥናት የለውን ጠቀሜታ እና ጉልህ ድርሻ ለተሳታፊዎቹ በግልፅ ያቀርባል፡፡ ይህ ጥናት
ድጋፍ ሠጪ በሆኑ ማህበረሰብ ዓቀፍ እና በጤና ድርጅቶች መካከል እየተሰጠ ያለው የመላላክ እና
ትስስር አገልግሎት ምን ያኽል  ተገልጋይ ታካሚዎች በቁርጠኝነት የኤች አይ ቪ ክብካቤ እና
ሕክምና አገልግሎቱን እንዲከታተሉ እንደረዳቸው ለማወቅ የሚደረግ ጥናት ነው::
 የቃለ መጠይቁ አስተባባሪ የጥናቱን ግቦች አላማዎች እና ከቃለ መጠይቁ የሚገኙትን ገንቢ የሆኑ
የድጋፍ ሃሳቦች ያካተተውን የመጨረሻ ሪፖርት ጥናቱ እንደተተናቀቀ ለየተሳታፊ ድርጅቶቹ
እንደቀርቡ እና እንደሚሰራጩ ለተሳታፊዎቹ ይገልፃል::
 ከቃለ መጠይቁ ለሚሰበሰቡት መረጃዎች ጥራት እና ለጥናቱ ለሚያበረክቱት ጠቀሜታ ሲባል
የውይይቱ ተሳታፊዎች ግልፅነት የተሞላበት እና ንቁ የሆነ ተሳትፎ እንዲያደርጉ አስተባባሪው
በትህትና ይጠይቃል::
 በቃለ መጠይቁ ወቅት የሚቀረቡት አስተያየቶችም ሆነ አመለካከቶች ያላተሳሳቱ እንደሆኑ እና
ለጥናቱ ታላቅ ጠቀሜታ እንዳላቸው አስተባባሪው ለየተሳታፊዎቹ በአግባቡ ያሰረዳቸዋል::
 በሚቀጥሉት 45 ደቂቃዎች ከመላላክ እና ትስስር እና ከጥቅሞቹ ጋር በተያያዘ የተለያዩ ቦታዎችን
የሚዳስስ ቃለ መጠይቅ ይደረጋል፡፡
 አስተባባሪው ተሳታፊዎቹ ለሚያደርጉት ንቁ እና አጥጋቢ ተሳትፎ ምስጋና አቅርቦ ጥያቄ ካለ ዕድሉን
ለተሳታፊዎች ይሰጣል::
 ከቃለ መጠይቁ ለሚሰበሰቡት መረጃዎች ጥራት ሲባል ከፅህፈት ሥራው በተጨማሪ መቅረፀ ድምፅ
መጠቀም እንዲቻል አስተባባሪው የተሳታፊዎቹን ትብብር እና ፈቃድ በትህትና ይጠይቃል
 አስተባባሪው ቃለ መጠይቁ ከመጀመሩ በፊት ከዚህ በታች ያሉትን መሞላት ያለባቸውን ቦታዎች እና
የተሳታፊ መመዝገቢያ ቅፆች ይሞላል::
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I. የጥልቅ ቃለ መጠይቁ ተሳታፊዎች መመዝገቢያ ቅፅ
1. ለጤና ፤ ለማህበረሰብ ዓቀፍ ድርጅት ወይንም ለማህበራት
 የመጡበት ቦታ ሥም፡ _______________________________________________
 ቃለ መጠይቁ የተደረገለት / ላት ሥም (ኮድ)፡ _______________________________
 ፆታ፡ ____________________________________________
 አድራሻ፡ __________________________________________
 ሥራ / ሙያ (የክብር መጠሪያ ካሎት)፡ _________________________________________
 የተመደቡበት ክፍል፡ ____________________________________________
2. ከቫይረሱ ጋር ለሚኖሩ የፀረ ቫይረስ መድኃኒት ተጠቃሚዎች
ቃለ መጠይቁ የተደረገለት / ላት ሥም (ኮድ- UAN) ፡
 ዕድሜ፡ _____________
 ፆታ፡ _______________
 አድራሻ፡ _____________________________________________
 የጋብቻ ሁኔታ፡ __________________________________________
o በህይወት ካሉ የትዳር አጋርዎ የኤች አይ ቪ ምርመራ ውጤት ፖዘቲቭ / ነጋቲቭ
o ፖዘቲቭ ከሆነ የኤች አይ ቪ ክብካቤ እና ሕክምና ይከታተላሉ ወይ? መልሱ አዎ ከሆነ የት
እና ከመቼ ጀምሮ?
o በህይወት ከሌሉ የሞቱበት ምክኒያት ምን እንደሆነ እና መቼ እንደተከሰተ ሊገልፁልን
ይችላሉ?
 ልጆች ካሎት የልጆችዎ ብዛት ስንት ነው? _________________________________
 የትምህርትዎ ደረጃ፡ ______________________________
 ሥራ፡ _____________________________________
 ገቢ እና የገቢ ምንጭ፡ ________________________________
 የደም ምረመራ ውጤቱን ለሌላ ሠው አጋርተዋልን? __________________________________
 የፀረ ቫይረስ መድኃኒት መጠቀም ከጀመሩ ስንት ጊዜ ሆኖታል? _________________________
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ቃለ መጠይቁ የተደረገበት ቀን፡ _______________________________________
ቃለ መጠይቁን ያደረገው ሠው ሥም፡ _______________________________________
ቃለ መጠይቁ የተደረገበት ቦታ፡ ____________________________________________
ቃለ መጠይቁ የተጀመረበት ሠዓት፡ ________________________________________
ቃለ መጠይቁ ያለቀበት ሠዓት፡ ______________________________________________
ለዚህ ቃለ መጠይቅ ተሳታፊ ሆነው ስለመጡ በጣም አናመሰግናለን፡፡
1. ከኤች አይ ቪ ክብካቤ እና ሕክምና ጋር በተያያዘ መላላክ እና ትስስር አገልግሎት ሲባል ምን ማለት
ነው? ማንስ ይሠራዋል? ማንስ ሊሠራው ይችላል? እንዴት? ከማን ጋር? ያሉትስ ጥቅሞች ምንድን
ናቸው? ማን ላይሠራው ይችላል? ሊሠራ አይችልም የሚል አመለካከት ካሎት ለምን?
2. ከኤች አይ ቪ ክብካቤ እና ሕክምና አገልግሎት ጋር በተያያዘ የመላላክ እና ትስስር አገልግሎት በጤና
ባለሙያዎች ዘንድ ያለው እይታ ምን ይመስላል? በማህበረሰብ ዓቀፍ ድርጅቶች እና ማህበራትስ
ዘንድ? የክብካቤ እና ሕክምና አገልግሎት ተጠቃሚ በሆኑ ከቫይረሱ ጋር በሚኖሩ ግለሰቦችስ?
በማህበረሰቡ አባላትስ? ምሳሌ ያቅርቡልን፡፡
3. የመላላክ እና ትስስር አገልግሎት አሠጣጥ ሂደት ላይ ያሎት ተሳትፎ ምንድን ነው? በምን ደረጃ?
ምን አይነት ድርሻ እና ኃላፊነት አሎት? ድርሻ እና ኃላፊነቶን በዝርዝር ያቅርቡልን፡፡
4. የመላላክ እና ትስስር አገልግሎቱን በአግባቡ ለመሥጠት እና ለማጠናከር ሲባል እየተሠጠ ያለ
ትምህርታዊ እና ከክትትል ጋር የተያያዘ ድጋፍ ካለ ምን አይነት እንደሆነ እና ማን እየሠጠው
እንደሆነ ያስረዱን፡፡
5. ካላችሁ ልምድ በመነሳት፤ የመላላክ እና ትስስር አገልግሎት መሠጠት በኤች አይ ቪ ክብካቤ እና
ሕክምና አገልግሎት ተጠቃሚዎች ቁርጠኝነት ላይ መሻሻል አሳይቶአል ብላችሁ ታስባላችሁ?
መሻሻልን ካመጣ እንዴት? ምሳሌዎችን ልታቀርቡልን ትችላላችሁ፡፡
6. ካላችሁ ልምድ በመነሳት፤ የመላላክ እና ትስስር አገልግሎት መሠጠት ከቫይረሱ ጋር ለሚኖሩ
የህብረተሰቡ አካላት ለራሳቸው ወይም ለግላቸው ክብካቤ መሥጠት እንዲችሉ እና ከቫይረሱም ጋር
ተስማምተው እንዲኖሩ ያበረከተው አስተዋፅኦ አለ ብላችሁ ታስባላችሁ? እንዴት? ምሳሌዎችን
ልታቀርቡልን ትችላላችሁ፡፡
7. ካላችሁ ልምድ በመነሳት፤ የመላላክ እና ትስስር አገልግሎት መሠጠት ከቫይረሱ ጋር ለሚኖሩ
የህብረተሰቡ አካላት የኤች አይ ቪ ክብካቤ እና ሕክምና አገልግሎቱን ቀጠሮ ሳያሳልፉ እንዲከታተሉ
እና በአገልግሎቱ ውስጥ እንዲቆዩ ያደረገው ነገር አለ ብላችሁ ታስባላችሁ? እንዴት? ምሳሌዎችን
ልታቀርቡልን ትችላላችሁ፡፡
8. ካላችሁ ልምድ በመነሳት፤ የመላላክ እና ትስስር አገልግሎት መሠጠት ከቫይረሱ ጋር የሚኖሩ
ቤተሠብ አባላት የኤች አይ ቪ ክብካቤ እና ሕክምና አገልግሎት ተጠቃሚ እንዲሆኑ እና እንዲሳተፉ
አድርጎአል ብላችሁ ታስባላችሁ? እንዴት? ምሳሌዎችን ልታቀርቡልን ትችላላችሁ፡፡
9. ካላችሁ ልምድ በመነሳት፤ የመላላክ እና ትስስር አገልግሎት መሠጠት አድልዎ እና መገለልን
ለመቀነስ ረድቶአል ትላላችሁ? እንዴት? (በቤተሰብ እና ቤት፤ በህብረተሰብ እና ጤና ድርጅት
ደረጃዎች) ምሳሌዎችን ልታቀርቡልን ትችላላችሁ፡፡
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10. በመላላክ እና ትስስር አገልግሎት አሠጣጥ ሂደት ላይ ያሎትን አስተያየት ሊያቀርቡልን ይችላሉ?
11. የመላላክ እና ትስስር አገልግሎት መሠጠት መጀመሩ በሥራዎ ላይ የፈጠረው ጫና አለ ብለው
ያስባሉ (በጤና እና ማህበረሰብ ዓቀፍ ድርጅቶች እና በማህበራት ውስጥ)? ከቫይረሱ ጋር በሚኖሩት
የህብረተሰብ አባላት ጤና ላይስ? ለመዘርዘር ይሞክሩ፡፡
12. በእርስዎ አስተያየት የመላላክ እና ትስስር አገልግሎት በጎ ጎኖች ምንድን ናቸው? ጥቂቶቹን
ይጥቀሱልን፡፡
13. በእርስዎ አስተያየት የመላላክ እና ትስስር አገልግሎት በአግባቡ እንዳይኖር ፤ እንዳይሠጥ እና
ተገልጋዮች በአግባቡ እንዳይጠቀሙት ችግሮች እና እንቅፋቶች ናቸው የሚባሉት ነገሮች ምንድን
ናቸው?
14. ከቫይረሱ ጋር የሚኖሩ የህብረተሰብ አባላት ለኤች አይ ቪ ክብካቤ እና ሕክምና የሚኖራቸው
ቁርጠኝነት በመላላክ እና መተሳሰር አገልግሎት አማካኝነት እንዲሻሻል እና እንዲፋጠን
የሚያስተላልፉት ገንቢ የሚባል ሃሳብ ካለ ቢያቀርቡልን፡፡
በቃለ መጠይቁ ላይ ለነበሮት ንቁ ተሳትፎ በጣም እናመሰግናለን
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UoG / ACIPH, Joint MPH Program,
Observation Checklist
Health facility’s code: DCH 0000
LHC 0000
SHC 0000
Address: Region / Administrative Council: ________________
Contact person’s profession: _________________
Sex: M / F
Unit of assignment: _______________________________
Date observation conducted: ____/_____/______
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Guide to observe and assess adherence barriers from the Providers’ Perspectives
A) MDAT knowledge and skills assessment checklist:
1. Who are actively providing adherence counseling, psycho – social support including referral
services at ART clinic’s of health facilities?
State level of involvement by writing the number 1-3, indicating that:
1. Occasionally 2. Sometimes 3. Always / routinely
Clinical Team Members Number Level of involvement Comments
ART MDs
ART Nurses
ART Pharmacy
Data Clerks
Others
2. Observation of MDAT during the provision of services targeting patient preparation,
readiness assessment and adherence counseling and provision of referral and other related
services
2.1. Data Clerk / s (Number / Sex / Educational level): __________________
# Demonstrated knowledge/skills Yes No Any comments
1 Receives patients respectfully and offers seat
2 Maintains patient privacy
3 Properly fills patients' demographic data on the intake form
4 Attaches patients' test results to the folder
5 Guides patient to nursing room
6 Registers and reports defaulters for tracing.
7 Telephone calls for defaulters, documents the outcome andreport.
2.2 ART nurse / s: __________________
# Demonstrated knowledge/skills Yes No Anycomments
1 Practices patient centered communication skills
1.1 Receives patients respectfully and offers seat
1.2 Treats patients with empathy
1.3 Maintains confidentiality and is non – judgmental
1.4 Demonstrates good communication skills
2 Assesses baseline adherence readiness for ART
2.1 Properly fills psycho - social and adherence intake and follow - upformats
2.2 Assesses understanding of HIV transmission, risk reduction, treatment
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# Demonstrated knowledge/skills Yes No Anycomments
options
2.3 Assesses disclosure status, readiness to disclose.
2.4 Assesses past medication use and adherence
2.5 Assesses adherence barriers to care and treatment (family support,treatment partner, access, transport means)
2.6 Helps patient to find solutions to adherence barriers and make anadherence plan
3 Provides counseling  and support
3.1 Conducts adherence counseling to care and treatment
3.2 Provides information and education on ARV treatment and the sideeffects of the drugs
3.3 Discusses on the major advantages of disclosure of HIV status
3.4 Assists patient to develop an action plan for disclosure
3.5 Discusses on the benefits of engaging family members/partners forsupportive role
3.6 Counsels parents on disclosing HIV status to their children
3.7 Encourages patients on positive living
3.8 Looks for signs of anxiety and depression and help patients deal withthem
3.9 Counsels patients on the benefits of good nutrition, personal hygiene,infection prevention, daily exercise
3.10 Counsels patients on risk reduction (Avoiding alcohol / Khat, unsafesex).
3.11 Makes sure the patient understands on the care and treatment plan
4 Provide referrals to available support and other service offering units/ organizations
4.1 Provides internal referrals to available services
4.2 Identifies their needs and provide external referral for care and supportservices provided by different organizations
5 Develops follow – up plan with patients
5.1 Properly fills appointment calendar based on patient needs
5.2 Provides appointment reminder card
5.3 Arranges means of contact and confirm patient’s verbal consent fortelephone call, home visits and contact person
5.4 Shares patients’ adherence issues with the clinical team
2.3. ART Physician / s: _______________
# Demonstrated knowledge / skills Yes No Any comments
1 Demonstrates patient centered communication skills
1.1 Receives patients respectfully and offers seat
1.2 Treats patients with empathy
1.3 Maintains confidentiality
2 Assesses eligibility prior to ART initiation
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2.1 HIV – test result and CD4 level
2.2 WHO clinical staging and clinical review
2.3 Assesses medical conditions
2.4 Screens for opportunistic infections
2.5 Assesses patients' psycho – social and adherence readiness
3 Patient education on ART
3.1 Explains the goals of antiretroviral therapy
3.2 Explains the benefits of antiretroviral drugs
3.3 Explains the reasons of ARV combination and the dosages
3.4 Explains ARV side – effects and its management approaches
3.5 Explains importance of adherence to medication
3.6 Discusses on the consequences of non – adherence
3.7 Encourages on the involvement the patient in treatment plan
3.8 Confirms readiness to ART
4 Plans case management
4.1 Manages opportunistic infections
4.2 Recommends appropriate ARV drugs
4.3 Prescribes appropriate regimen
2.4. ART Pharmacy personnel: ______________
# Demonstrated knowledge / skills Yes No Any comments
1 Practices patient centered communication skills
1.1 Greets patients respectfully and offers seat
1.2 Treats patients with empathy.
1.3 Maintains confidentiality and non – judgmental
2 Drugs dispensing
2.1 Assesses medication adherence by pill counts and pharmacyrefill data
2.2 Counsels patient on ARV drugs handling, storage, dosages, sideeffects, interactions with other drugs and foods
2.3 Checks patients weight and ensure the prescription dose isappropriate for the current weight
2.4 Dispenses appropriate drugs
2.5 Properly doses all medications and gives accurate instructions
2.6 Identifies ARV drugs side effects and refer patient
2.5. Peer Educators / Adherence or treatment supporters (to assess level of Meaningful Greater
Involvement of PLHIV – MGIPA if any): _______________
# Demonstrated knowledge/skills Yes No Comments
1 Practices patient centered communication skills
1.1 Greets patients respectfully and offers seat
1.2 Treats patients with empathy
1.3 Maintains confidentiality and is non – judgmental
2 Patient counseling, education and support
2.1 Assesses barriers to adherence regularly
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2.2 Encourages patients to find alternative solutions to adherencebarriers and make an adherence plan
2.3 Counsels, educates and supports patients on adherence, disclosureof HIV status, positive living
2.4 Ensures that the patient has a treatment partner
2.5 Encourages patients to join in to ART support group
2.6 Arranges on follow – up visits
2.7 Arranges for home visits
2.8 Conducts home visit for the tracing of LTFU cases
2.9 Liaisons between patients and clinical team
2.10 Facilitates referrals (external for support services)
2.11 Keeps records properly
Observation checklist to for the availability and utilization of referral linkages for support
services (Including the coordination and networking)
1. Is there an established referral linkage mechanism at the health facility? (Yes, No)
2. If yes, state how? (through the utilization of a referral format, or other ways
________________________________________________________)
3. If no, state the reasons:__________________________________________________
4. Is there a formal referral linkage between health facility and local NGOs for care, support and
other services? (Yes, No)
5. Is there a selection criterion for patients who need referral for any kind of support services?
(Yes / No)
6. How do you check for the acceptance of the client referred? Is there a formal feedback
provision? (Yes, No)
7. If yes, state the organization/s that your health facility has frequent links with
__________________________________________
8. If no, state the reasons ________________________________________________
9. Are there referral directory / ies available with in the health facility showing available local
resources including NGOs, CBOs, FBOs, PLHIV associations and support groups for care and
support to enhance adherence to HIV care and treatment services provided with in the health
facility? (Yes, No).  If no, state the reasons:__________________
10. Are there mechanisms like catchments area meetings etc employed to avoid duplication of
beneficiaries? Yes / No
11. Is there a higher level coordination for strengthening the referral linkage for support services?
Yes / No; if yes, who is actively involved in the coordination and networking related activities?
12. What mechanisms are put in place towards the availability of a fully functional referral linkage
mechanism? How frequent are you conducting meetings? Are there ways to check or avoid
duplication of beneficiaries?
13. Are there any documentation materials for those referred? What are documented on the
registers? ______________________________________
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Diagnosis of depression: guide
Over the last 2 weeks, how often have you been bothered by the following problems?
Never Several days More than half the days Nearly every day
Little interest or pleasure in doing things
Feeling down, depressed, or hopeless
Trouble falling or staying asleep, or
sleeping too much
Feeling tired or having little energy
Poor appetite or overeating
Feeling bad about yourself – or that you are
a failure or have let yourself or your family
down
Trouble concentrating on things
Moving or speaking so slowly that other
people could have noticed. Or opposite –
being so fidgety or restless that you have
been moving around a lot more than usual
Thoughts that you would be better off
dead, or thoughts of hurting yourself in
some way
o If a patient reports the presence of a symptom more than half the days or nearly every day, and it can not be
explained by physical illness or medication, it should be counted as “present”. If more than three symptoms,
including at least one of the first two, are present, a diagnosis of depression should be made. The next step is to
evaluate severity
o Severity:
At least one of the first two symptoms must be present;
o < 3 symptoms: depression not diagnosed
o 3 -4 symptoms: Mild depression
o 5+ symptoms: Major depression
Screen for depression at baseline (e.g. when the
patient is enrolled). Ask during the past month,
whether the patient has been bothered by:
o Little interest or pleasure in doing things?
o Feeling down, depressed, or hopeless?
If the answer to both questions is no, no further
investigation is required. Repeat screening when
appropriate, for example in the context of major life
changes, worsening illness, suspicion of depression, etc.
Some programs will choose to screen patients for
depression annually
If the answer to either question is yes, further
investigation is indicated. Ask the patient about the
presence and frequency of the following 9
symptoms:
Yes
No
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CONSENT FORM
As part of the overall research activity, as a student attending the Joint MPH Program at the UoG /
ACIPH in Addis Ababa, I will be conducting a research to determine the service linkage patterns
between Community Based – Organizations and Health Facilities towards enhancing adherence to
HIV care and treatment program. This is intended to be conducted on selected PLHIV
beneficiaries, health facilities, CBOs including PLHIV association’s staff. There will be In – Depth
Interviews and Focus Group Discussions that are going to be conduced on these respondents and
key informants. As there will be an interview and discussion that will be conducted through the use
audio – tapes with an occasional photography for supporting this particular research program and
as you will be among these participants, I would like to have your kind willingness and permission
to have an interview and also take photograph if needed of you for possible inclusion in the
research report and publication material
The findings will remain the property of the principal investigator and the UoG / ACIPH and will
be used for educational the purposes. The principal investigator would like to guarantee that all the
information provided below will be kept confidential
Name: __________________________________________________________
Address or General Location of Residence:
________________________________________________________________
________________________________________________________________
Phone Number (if none available, indicate “N/A” or include a phone number of a neighbor):
________________________________________________________________
E-Mail Address (if none, indicate “N/A”):____________________________________
I here by permit the principal investigator to conduct an interview using an audio – tape and other
means and take my photograph to be included in its reports, publications and publicity materials
Signed (name or mark): _________________________________________________
Date: ____________________________
N.B. (If the person can’t read, the form must be read signed by a translator)
Name of person reading/translating the document to the participant (if help was needed):
_____________________________________________________________
Signature of reader / translator (if any): _______________________________________
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ፈቃደኝነትን እና ተስማሚነትን ማረጋገጫ ቅፅ
እኔ በጎንደር ዩኒቨርሲቲ እና በአዲስ ኮንትኔንታል የህብረተሰብ ጤና አጠባበቅ ኢኒስቲቲዩት አማካኝነት
በጋራ እየተሰጠ ባለው የህብረተሰብ ጤና አጠባበቅ የማስትሬት ዲግሪ ትምህርት በመከታተል ላይ የምገኝ
ተማሪ ስሆን በትምህርቱ መጨረሻ ዓመት ወቅት ለመመረቂያነት የሚሆን ወረቀት ለማዘጋጀት
የሚረዳኝን ጥናት በድሬዳዋ መስተዳደር በድሬዳዋ ከተማ አካሂዳለሁ:: ይህ ጥናት በከተማው ውስጥ
በሚገኙ ድጋፍ ሰጪ በሆኑ ማህበረሰብ ዓቀፍ እና በጤና ድርጅቶች መካከል እየተሰጠ ያለው የመላላክ
እና ትስስር አገልግሎት በኤች አይ ቪ ኤድስ ክብካቤ እና ሕክምና ቁርጠኝነት ላይ ያመጣውን መሻሻል
ለማወቅ የሚደረግ ጥናት ነው:: በዚህ ጥናት ላይ ተሳታፊ የሚሆኑት ከቫይረሱ ጋር የሚኖሩ የህብረተሰብ
አባላት እና ድጋፍ ሰጪ ከሆኑ ማህበረሰብ ዓቀፍ እና ከጤና ድርጅቶች የተውጣጡ ሠራተኞች ናቸው::
መረጃዎችን ለመሰብሰብ እንዲረዳ የግል መጠይቆች እና የቡድን ውይይቶች ከተሳታፊዎቹ ጋር ይካሄዳሉ::
በመጠይቁ እና ውይይቱ ወቅት ከፅህፈት ሥራው በተጨማሪ በመቅረፀ ድምፅ የተደገፈ የድምፅ ቀረፃ እና
እንደ አስፈላጊነቱ የፎቶ ማንሳት ሥራዎች ሊሠሩ ይችላሉ:: ለእነዚህ ሥራዎች መሳካት የእርስዎ በጎ
ፈቃደኝነት ጉልህ ሚና ስላለው እና የጥናቱ ዋነኛ ቅድመ ዝግጅት መሆኑ ስለሚታወቅ ይህንን
ለማረጋገጥ ሲባል የመጠየቅ እና የውይይቱን ሂደት ከመጀመራችን በፊት ይህንን ቅፅ አንብበው
እንዲሞሉልንና የማረጋገጫ ፊርማዎን እንዲያኖሩልን ሥንል በትህትና እንጠይቃለን:: ስለማንነትዎም
ሆነ በመጠይቁ እና ውይይቱ ውሥጥ ስለመሳተፍዎ ያሉ ጉዳዮች በሙሉ በሚስጥር እንደሚያዙ እና
ለሌላ አካል ተላልፈው እንደማይሰጡ  እንደጥናቱ አስተባባሪነቴ ሀላፊነቱን እንደምወስድ ላረጋግጥልዎት
እወዳለሁ::
ሙሉ ስም: ________________________________________________
አድራሻ: ___________________________________________________
ስልክ ቁጥር: ________________________________________________
በመቅረፀ ድምፅ ተደግፎ በሚደረገው መጠይቅ እና ውይይት ወቅት የሚሰበሰቡት መረጃዎች እና
የሚወሰዱት ምስሎች በሪፖርት ውስጥ ቢገቡም ሆነ በህትመቶች እና በትምህርት መረጃዎች ላይ
ቢወጡም ምንም አይነት ተቃውሞ እንደሌለኝ እና ፈቃደኛ እንደሆንኩኝ ሙሉ በሙሉ ለማረጋገጥ
እወዳለሁ::
ሙሉ ስም: ________________________________________________
ቀን: ______________________________________________________
የማንበብ እና ትርጉም አገልግሎት ማንበብ ለማይችሉ የጥናቱ ተሳታፊዎች ከተሠጠ አገልግሎቱን
የሠጠው ግለሠብ ስሙን እንዲያሰፍር እና ፊርማውን እንዲያኖር በትህትና
ይጠየቃል::
ሙሉ ስም: __________________________________________________
ፊርማ: ______________________________________________________
ለትዕግስትዎ እና ለተሳትፎዎ እናመሰግናለን!!
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Registration form for Focus Group Discussion and In – Depth Interviews
FGD / IDI Code: _________________________________
Date of interview: ________________________________
Full Name of the Participant: _____________________________________
Age: __________________________ Sex: _______________
Address: _____________________________________________________
Marital Status: _______________________________
If Married, Divorced and Widowed or Widower, state the duration and reasons too:
________________________________________________________________________
________________________________________________________________________
Educational Status: _____________________________________
Occupation: ______________________________________________
Monthly Income: __________________________________________
Additional Information, if any:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
